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COLLECTIVE REVIEW 


RECENT ADVANCES IN PLEURO-PULMONARY SURGERY 
By RALPH BOERNE BETTMAN, M.D., F.A.C.S., Curcaco 


‘\OR years the progress of thoracic surgery 
was blocked by the fear of pneumothorax 
and lack of faith in the power of the pleura 

to resist infection. It has been comparatively 


In a normal chest the mediastinum is a mem- 
brane which offers little resistance to pressure 
changes. The old idea that it is a firm partition 
between the two pleural cavities is erroneous. 


recently that means have been found whereby The pressure change in one cavity is almost 


these barriers can be surmounted or avoided, and 


equalized in the other. “From the standpoint 


since this discovery thoracic surgery has devel- of pressure relation, the thorax may be considered 


oped as swiftly as any of the other surgical bran- 
ches. It has been found that the physiological 
readjustments which are necessary when pneumo- 


as one cavity instead of two. Any change in 
pressure in one pleural cavity will affect also the 
other one almost equally. The common con- 


thorax has been established can usually be made ception of collapsed lung on one side and ‘ healthy’ 
readily by the body. It has been discovered also and ‘normal’ lung on the other in the condition 


that, by various means, such as the use of differ- 
ential pressure, the stabilizing of the mediastinum 
by direct traction, the stimulation of the forma- 
tion of adhesions, etc., operations can be under- 
taken even in cases in which the organism cannot 
readily make the required adjustment. 

With the growth of our knowledge and the 
expansion of the scope of thoracic surgery new 
problems present themselves. A large number 
will undoubtedly be solved by painstaking re- 
search, clinical observation, and a careful sifting 
and weighing of opinions. It is no idle boast 
that within a comparatively few years chest 
surgery will be on the same firm footing as 
abdominal surgery today. 


DIFFERENTIAL PRESSURE 


The work of Graham and Bell seemed to 
establish firmly the necessity for some sort of a 
differential pressure apparatus in operations upon 
the chest. Graham and Bell (26), working par- 
ticularly with dogs, came to the following inter- 
esting conclusions: 


of open pneumothorax in the otherwise normal 
chest must be erroneous.”’ 

Graham and Bell devised a formula for deter- 
mining the largest possible opening which can be 
made in the wall of a normal chest with safety. 
By a “normal chest” they meant a chest with a 
normal mediastinum and absence of pleural 
lesions. To Graham (24), the degree of asphyxia 
which will follow the creation of an open pneumo- 
thorax in a normal chest will therefore depend to 
a considerable extent on the ratio of the amount 
of air which enters the thoracic opening to the 
amount which enters the lungs at each inspira- 
tion. It is possible to show this relationship by 
means of the following mathematical expression 
in which, as will be seen, the vital capacity is an 
important factor: 


V-ST 
X = ————- aC 
R, T 
R» 


V, vital capacity 
R,, rate of respiration before the opening is made. 
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Rs, rate of respiration after the opening is made. 
T, tidal air (approximately 500 c.cm.). 

a, a factor less than 1 (assumed to be 0.8). 

C, area of the glottis (about 2.25 sq. cm.). 


“Tf in substituting numerical values in the 
equation we insert 4,800 for V (the normal vital 
capacity of men with a height of from 5 ft., 8%4 
in. to 6 ft., according to Peabody and Wentworth), 
15 for R; (an average rate of respiration during 
complete rest), and 60 for Re (an estimated maxi- 
mum rate for the greatest possible depth of res- 
piration), then X Sess aC = 37.4X1.8 or 


X = 67.32 sq. cm., or 10.4 sq. in.” 

Observations made on the battle fields, in the 
first-aid stations, and in the base hospitals in 
France appeared at variance with this work of 
Graham. It was not uncommon to see men with 
wide-open chest wounds, much larger than the 
maximum opening permitted by Graham’s for- 
mula, who continued to breathe with surprisingly 
little discomfort. Mindful of this fact, surgeons 
became bolder in their operative procedures and 
many came to the conclusion that an open pneu- 
mothorax is of much less importance than was 
formerly believed. 

Heuer (30) writes, “Practical experience has 
given rise to the very general opinion that differ- 
ential] pressure anesthesia is unnecessary in opera- 
tions upon the thorax. Pressure anesthesia is 
a distinct disadvantage if used continuously 
throughout operation, for experimental work and 
operative experience show that all operative pro- 
cedures can most easily be carried out with the 
lung collapsed.” 

Lockwood (46), also writing of his war experi- 
ences, claims that differential pressure is un- 
necessary. He states, ‘“‘The deductions of Gra- 
ham and Bell from experiments on animals as to 
the size of the thoracic opening that is safe has no 
practical application to man. Complete collapse 
of the lung is extremely rare.” Gask (21) agrees 
with Lockwood. 

Richter (59) also is of the opinion that the 
findings of Graham’s experiments on dogs are not 
applicable to clinical cases. He writes, ‘When 
one opens one side of the human chest one dimin- 
ishes the capacity to but a trifling degree.” 

On the other hand, other men who have had large 
experience in thoracic surgery in civil practice are 
in favor of differential pressure. Sauerbruch (64) 
is convinced that positive pressure not only facili- 
tates operation but prevents shock and lessens 
the chance of postoperative complications. 

Meyer (54) claims that one of the two chief 
principles underlying safe thoracic surgery is the 
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use of differential pressure to prevent acute pneu 
mothorax during operation. In one article (5; 
he refers to differential pressure as the ver) 
foundation of modern chest surgery. 

Lilienthal (44) relies upon intrapharyngeal 
positive pressure during operation. 

Hedblom (29) says, “It is obviously not only 
possible, but reasonably safe, so far as the immedi- 
ate risk to the life of the patient is concerned, to 
open wide the pleural cavity without differentia! 
pressure anesthesia. . . From a technical stand- 
point, however, an operation under differential 
pressure anesthesia can unquestionably be per- 
formed with greater assurance, less disturbance 
to the patient, and greater comfort to the sur- 
geon.”’ Hedblom is of the opinion that the com- 
plications are fewer when differential pressure is 
not used. 

Yates (72) states, “‘The positive-pressure gas- 
oxygen analgesia devised by Gwathmey and 
primary air-tight one-way drainage are going to 
make thoracotomy a feasible, safe operation 
because they give the greatest protection against 
purulent pleurisy.” 

Matas (49) claims that one of the most “dra- 
matic” of the surgical experiences of the war was 
the ‘seeming freedom and impunity with which 
military surgeons invaded the chest and manipu- 
lated the thoracic organs.” But he adds, “I 
would regard it as a veritable calamity that 
would befall the progress of thoracic surgery if 
the experience of the war were to breed a con- 
tempt or indifference for the principles and 
methods of differential pressure in warding off the 
perils of acute pneumothorax or if the old practice 
of open ‘unaided’ transpleural thoracotomy were 
accepted as a generalization without reserve or 
very specific restrictions and limitations. ”’ 


INJURIES TO THE CHEST WALL 


The literature on injuries to the chest wall is so 
extensive that it is not possible to review it in 
detail. A few of the conclusions gained from war 
experience as recorded by Heuer (30) will be 
noted here. Any reader interested should refer 
to this article with its very complete bibliography. 
Heuer divides penetrating war wounds of the 
chest into two groups, those which required 
immediate surgical treatment at forward hospi- 
tals and those which could be safely treated ex- 
pectantly. The former group eventually came to 
include: (1) those with primary hemorrhage 
threatening life; (2) those with open sucking 
pneumothorax; (3) those with large retained 
foreign bodies (over 1 cm. in diameter); and (4) 
those with extensive rib fractures (the “‘stove-in”’ 
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chest of the British). In the second group were: 
(1) the perforating bullet and small shell wounds 
with small clean wounds of entrance and exit; (2) 
the penetrating bullet and small shell wounds 
with a clean wound of entrance and without ex- 
tensive rib fractures. 

The question as to whether the anzsthesia 
should be local or general and induced with or 
without differential pressure is still undecided. 
Heuer used local anesthesia for the local excision 
and closure of thoracic wounds but general anes- 
thesia without differential pressure when exten- 
sive manipulation of the lung was necessary. The 
wound of the thoracic wall was usually excised. 
The lung was sutured either directly or after 
excision of the injured tissue along the tract of the 
missile, or a triangular area was resected and the 
cut surfaces approximated and sutured. The 
pleura should be carefully cleaned before closure. 
Heuer removed blood clots and blood by siphon- 
age instead of irrigation. He found that tight 
closure of the chest gave the best results. 

Hutchinson (33) treated simple uninfected 
hemothorax by thoracotomy, evacuation of the 
clot, tight closure of the chest wall, and aspiration 
of the remaining air. In infected hemothorax the 
cavity was washed out with an antiseptic and the 
chest wall then again closed tightly. 

For cases of old fistulous chest wounds Roux- 
Berger (61) favors a large, wide thoracotomy. 
He first drains and irrigates the cavity for several 
days and then at a second operation fixes the 
lung to the thoracic wall and drains the wound 
again. 

The Petit de la Villeon (58) method of extract- 
ing foreign bodies through a buttonhole incision, 
a heavy forceps being guided to the bullet under 
fluoroscopic control, is worthy of note as de la 
Villeon reports hundreds of cases in which foreign 
bodies were successfully removed in this manner. 
The method is claimed to be extremely simple 
and renders extensive thoracic operations un- 
necessary. 

Duval (15) is of the opinion that wounds of the 
lung should be treated from the beginning in the 
same manner as other gunshot wounds. “It is 
only logical to think that the really effective 
treatment of infection in the lung and of its usual 
complication, infection of the pleura, is preventive 
treatment by removal of foreign bodies and direct 
treatment of the lung wound.” Duval believes 
that every lung wound of warfare is contaminated. 
His operation consists of the formation of a large 
free opening into the chest wall, palpation of the 
lung for foreign bodies, cleansing of the lung wound, 
excision if necessary, careful nettoyage of the 


pleural cavity, hermetic closure of the chest, and 
aspiration of the residual air. 

Moynihan (57) agrees with Duval that early 
and radical operation is indicated. 


THE RESISTANCE OF THE PLEURA TO 
INFECTION 


With regard to the resistance of the pleura to 
infection previous opinion has been reversed. 
Most authors now claim that the resistance of the 
normal pleura to infection is high but is greatly 
reduced by pneumothorax. 

According to Lockwood (46), the pleura is 
undoubtedly more resistant to infection than the 
peritoneum. However, empyema following a 
simple thoracic operation is a grave condition. 

Amreich and Sparmann (3) state that the 
pleura has a great power of absorption. The 
motion between the pleural walls spreads in- 
fecting material in a thin, easily absorbable 
film. That the pleura has particular bacteri- 
cidal powers seems evident from the fact that 
spontaneous cure sometimes occurs in cases of 
severe pleural infection. In experiments on ani- 
mals Moetzel (55) found that quantities of sta- 
phylococci which produced abscesses and severe 
sepsis when injected subcutaneously or intra- 
venously were easily borne by the pleura, and 
after two days the pleural cavity was again 
sterile. 

An infected pleurisy in a case of open pneumo- 
thorax is a different matter. The probability that 
a persistent pneumothorax will remain sterile is 
extremely slight. Therefore an open pneumo- 
thorax should be closed as soon as possible. To 
quote Sauerbruch (64), “Operations have taught 
us that the pleural cavity, just as the peritoneal 
cavity, is resistant to mild infection, provided the 
pleura itself is not injured or that a pneumothorax 
is not present. The importance of a careful tissue- 
sparing operative technique is self-evident.” 

LUNG ABSCESS 

Lung abscesses are becoming better recognized 
but we are still far from definite conclusions as to 
their etiology or treatment. 

Lynah (47) believes that most, if not all, lung 
abscesses are due to aspiration. Fisher and Cohen 
(20) state, ‘It is undoubtedly feasible for a lung 
abscess to result from aspiration of infective 
material. In our opinion, however, the 
most potent cause of this complication is the 
introduction, through either the lymph or the 
vascular circulation, of infected emboli which 
find lodgment in the lung structures.’”’ From the 
discussion of this paper it would appear that 
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the majority of the laryngologists, rhinologists, 
and surgeons were in favor of the first view. 

Moore (56), from an analysis of 202 cases follow- 
ing operative work, believes that the vast major- 
ity of cases are of inspiratory origin. 

In support of the second contention the work of 
Cutler and Hunt (12) is of interest. These work- 
ers called attention to the great number of pul- 
monary complications following surgical inter- 
ventions and concluded that they were due to 
emboli liberated during operation. 

With regard to methods of diagnosis the work 
of Lynah and Stewart (48) is of great interest. 
Through the bronchoscope 8 c.cm. of a 1:2 mix- 
ture of bismuth subcarbonate in sterile olive oil 
were injected into the bronchial tree to map out 
the abscess cavities. Lynah and Stewart claim 
that this can be done without endangering life 
and that the method has many possibilities. The 
X-ray picture must be taken very soon after 
the bismuth is injected or the patient will cough 
up a great part of it. 

The treatment of lung abscess has improved 
but the results are still far from satisfactory. 

Lockwood (46) states that a much smaller 
percentage of lung abscesses are now considered 
surgical than formerly but the operation is much 
more radical and more apt to result in complete 
cure. He advises first trying rest in bed, postural 
drainage, open air treatment, and forced feeding. 

Lemon (41) also recommends first giving med- 
ical treatment a trial. Of eighty-one cases ob- 
served by him, fifty were due to a lung infection 
such as pneumonia, grippe, etc., and seventeen 
followed throat operations. Lemon is another 
of those who emphasize the possibility that ab- 
scess of the lung may be caused by septic emboli. 

In this connection mention should be made of 
the work of Rupp (62) who, after a study of 659 
lung emboli in about 13,000 cadavers, reached 
conclusions contradictory to those of Kretz. 
Rupp claims that emboli lodge in the lower lobes 
four times as often as in the upper lobes, whether 
they originate from the veins of the upper or 
the lower part of the body. 

Laignel-Lavastine and Coulaud (40) cured a 
case of pneumococcus lung abscess with auto- 
serum. Whittemore (69) favors early operation 
performed in two stages. 

According to Hedblom (28), the best treatment 
of localized suppuration in the lung is early free 
drainage. He drains the abscess through the 
adherent pleura after the pleural cavity had been 
walled off by suture of the lung to the parietal 
pleura. He believes that a two-stage operation 
is a safeguard against empyema. 
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Lynah (47) states that relief, and possibly cur 
may be brought about by means of bronchial! 
suction evacuation. He dilates the semi-occlude«| 
bronchi by passing a flexible probe. Some of the 
cases in which he injected bismuth seemed to 
react most favorably to subsequent X-ray treat- 
ment. Stewart ascribed this effect to a secondar\ 
ray action. 

Tewksbury (67) in 1917 reported two cases of 
acute non-tuberculous pulmonary abscess treate«| 
by means of artificial pneumothorax. In 1918 
he reported ten cases, six of which were cured, 
two were temporarily improved, and two resulted 
fatally. 

Green (27) believes that, on account of adhe- 
sions, artificial pneumothorax cannot be of aid. 

In operating in cases of abscesses due to re- 
tained foreign bodies in which the presence of 
adhesions is not definitely proved before operation 
Jehn and Mayer (37) use differential pressure, 
locate the foreign body or abscess by palpation, 
anchor the lung with catgut, open it with a knife 
or cautery, remove the foreign body, and drain. 

Bruenning (9) is opposed to treating lung 
abscess by pneumothorax. 

Green (27) advocates thoracotomy and drain- 
age in the treatment of lung abscess. He writes, 
“Tt is difficult to conceive how artificial pneumo- 
thorax can benefit these cases uniformly because 
in the very spot where one desires the lung to be 
collapsed adhesions keep it outfastened to the 
parietal pleura.” 

In 1918 Beck (6, 7) described a sutureless skin- 
sliding operation for cases of lung abscess and 
empyema in which flaps are made from the skin 
of the chest wall overlying the lesion. After 
resection of a sufficient number of ribs the abscess 
cavity is widely exposed and cleaned of its con- 
tents and the skin flaps are shifted into the depth 
of the cavity and kept in contact with the abscess 
wall by gauze packed tightly against them. The 
cavity thus lined with epithelial covering will 
gradually diminish in size. 

Regarding the prognosis in children, Wessler 
and Schwartz (68) claim that it is poor in cases 
of abscess following pneumonia but better in 
cases of abscess resulting from the aspiration of 
foreign bodies or septic material during oper- 
ation. 

According to Jackson (34), the prognosis in lung 
abscess due to a foreign body in the bronchus is 
good if it is possible to remove the foreign body 
with the bronchoscope, and the great major- 
ity of foreign bodies which have gained access 
through the bronchi can be removed with the 
bronchoscope. 
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BRONCHIECTASIS 


The subject of bronchiectasis is closely allied 
to that of lung abscess and in many instances the 
treatment advocated is the same. Undoubtedly 
as our methods of diagnosing this condition im- 
prove, the number of reported cases will increase. 

Mever (52) writes, “A patient who shows all 
the symptoms of advanced tuberculosis, cough, 
sputum not infrequently mixed with blood, night 
sweats, fever, and clubbed fingers and toes, but 
in whom tubercle bacilli have not been found is 
in over go per cent of the cases a bronchiectatic.”’ 

Sauerbruch (63) also emphasizes the similarity 
of the symptoms of bronchiectasis and tubercu- 
losis. 

In the diagnosis and Jocalization of the source 
of the suppurative process bronchoscopy is of 
importance. 

Many methods of treatment have been suggest- 
ed. Meyer (52) states that in advanced cases 
the only method that can cure is lobectomy but 
that in others extrapleura] thoracotomy and 
phrenectomy are indicated. 

Heuer (30) states that bronchiectasis involving 
one lower lobe lends itself to surgery. He claims 
that collapse therapy based upon rib resection 
methods such as those of Estlander, Quincke, 
Friedrich, Sauerbruch, Tuffier, and Wilms is in- 
alequate and rarely results in more than tem- 
porary improvement. He doubts also the value 
of artificial pneumothorax. When it is possible, 
he regards lobectomy as the operation of choice. 

Sauerbruch claims that ligation of the pulmon- 
ary artery can help only in early cases of circum- 
scribed bronchiectasis. Artificial pneumothorax 
is of little avail. Localized bronchiectasis may 
he treated as lung abscess either by a one- or a 
two-stage operation and drainage, depending 
on the presence of adhesions. Although evidently 
not placing very much confidence in either opera- 
tion, Sauerbruch claims that for bronchiectasis 
which is affected by compression of the lung a 
thoracoplastic operation is to be preferred to a 
transplantation. When feasible, lobectomy is the 
operation of choice. 

TUBERCULOSIS 

It was only to be expected that as soon as the 
development of technique had reduced the danger 
of thoracic surgery action should be directed 
against combating tuberculosis. 

Since the work of Murphy and Forlanini, the 
trend of surgical practice in the treatment of tu- 
berculosis of the lung has been to place the affected 
lung at rest. The best method of accomplishing 
this is the establishment of an artificial pneumo- 





thorax. The condition offering the chief obstacle 
to artificial pneumothorax is the formation of 
adhesions. Of late, this difficulty has been met 
in two entirely different ways: (1) by dissolution 
of the adhesions, and (2) by collapsing the lung. 
The most original of the recent efforts are those 
of Jacobaeus (35, 36). Jacobaeus attempts to 
establish artificial pneumothorax in the usual 
manner, then locates the adhesions by means of 
thoracoscopy, that is, the insertion of an endo- 
scope through a stab wound, and then through 
another puncture wound introduces an electro- 
cautery and burns through the adhesions, being 
guided by endoscopic vision. The use of the 
cautery prevents hemorrhage. “The most 
serious complications of this operation are pleu- 
ritic exudate and empyema.”’ The mortality in 
Jacobaeus’ cases was about 6 per cent, although 
it is not fair to attribute all of the deaths to the 
operation alone. In seventy-cight cases reported 
the method was successful in removing adhesions 
which prevented complete collapse of the lung in 
about 75 per cent. With regard to the clinical 
results it is more difficult to establish definite 
figures. Jacobaeus refers to Gravesen’s tables of 
prognosis of pulmonary tuberculosis without 
adhesions or with apical or lateral or diaphrag- 
matic adhesions. In the seventy-eight cases _re- 
ported the results following cauterization of the 
adhesions were better than those following the 
usual method of treatment alone. 

The literature is replete with articles bearing 
on extrapleural thoracotomy for collapse of the 
lung. In 1916 Robinson (60) condemned this 
procedure and stated that the only justifiable 
mechanical method for the collapse of the lung 
in pulmonary tuberculosis is the introduction of 
nitrogen or a fluid into the pleural cavity. 

Whittemore and Chaffin (70) have reported a 
case in which removal under regional anesthesia 
of a section from 1% to 2 cm. in length from 
all the ribs beginning at the eleventh resulted in 
an improvement in the patient’s condition. 

Bull (10) advises thoracoplasty for unilateral] 
tuberculosis of the lung if pneumothorax has 
been found of no avail. Contra-indications are 
tuberculous foci in other parts of the body. Of 
eleven patients treated in this manner three died 
postoperatively. In another series of twenty-six 
cases death followed the operation immediately 
in one case and a cure was obtained in 4o per cent. 
Bull advises resecting 12 cm. of the tenth and 
ninth ribs and 15 cm. of the eighth, seventh, sixth, 
and fifth ribs. If the upper lobe is involved, part 
of the first and second ribs should be resected. 
Bull begins the resection in the back, in a line 
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parallel with the spine and equidistant from the 
vertebral processes on the posterior margin of the 
scapula. For atypical cavities he resorts to 
Tuffier’s intrathoracic fat implantation. The 
operation should be done in two or more stages. 

Sauerbruch (63) does not approve of Jacobaeus’ 
intrapleural pneumolysis because of the associ- 
ated danger of hemorrhage and infection. He 
combines extensive rib resection with pneumo- 
thorax. Intrathoracic fillings should be used in 
cases of tuberculosis only when the lesions have 
healed. 

Lilienthal (45) follows Sauerbruch’s technique 
of posterior incision and resection. 

Maurizi (50) recommends Capparoni’s method 
of injecting iodoformized glycerine into the pleural 
cavity for tuberculous serofibrinous pleurisy and 
empyema. The liberated iodine has a destructive 
action on the tubercle bacillus and a favorable 
action on the lung as it sets up an autotuber- 
culous therapy. Moreover, the chance of second- 
ary infection and permanent fistula after opera- 
tion is avoided. 


EMPYEMA 


It is impossible, within the limits of this review, 
to go into any detail regarding the recent work on 
empyema. The literature on the subject is so 
voluminous that its teachings can be only sum- 
marized briefly. 

The tremendous clinical material presented in 
the winters of 1917-1918 and 1918-1919 afforded 
opportunity for an exhaustive study of empyema. 
The frightful mortality following the customary 
treatment gave conclusive evidence that as a 
routine in all cases it was faulty. However, as 
Eggers (16) has pointed out, it is very difficult to 
judge the success or failure of a method of ireat- 
ing empyema as the various forms and the eti- 
ological factors are so entirely different. 

Much new light was thrown upon empyema 
by the work of the medical department of the 
United States forces. Gradually the various 
opinions first presented shaped themselves along 
a few definite lines. To quote Ashhurst (4), “ The 
conclusion of the Empyema Commission and 
consensus of clinical experience as far as treat- 
ment is concerned may be summed up as 
follows: (1) cases of pleural effusion suspected 
to be purulent should be aspirated and if the 
effusion is massive most of it should be removed 
by aspiration one or two days before thoracotomy 
is undertaken; (2) if the fluid found on puncture 
is serous or seropurulent, thoracotomy usually 
may be postponed until frank pus has formed as 
this delay will permit the formation of firmer 











adhesions and thus prevent complete collapse oj 
the lung when the empyema is opened.”” Thes: 
two principles, early and repeated aspiration anc 
late thoracotomy, were practically universal]; 
accepted. The Empyema Commission (17) empha 

sized the value of antiseptics, especially Dakin’: 
solution, in the sterilization of the cavity. 

Before the war many surgeons had already 
forsaken the time-honored rib resection and open 
drainage for some form of closed drainage. Many 
new devices for the establishment of air-tight 
drainage were brought forth. The method of 
trocar thoracotomy became popular. Diederich 
(13) at the base hospital at Camp Pike devised 
an ingenious trocar for the insertion of the tube 
in air-tight treatment. Numerous other methods 
of air-tight drainage were used. Brewer tubes were 
frequently used, and drainage was effected also by 
means of continuous siphonage as approved by 
the Empyema Commission. After frank pus had 
been found and the presence of adhesions could 
therefore be surmised, other surgeons established 
drainage as formerly by means of rib resection. 
Antiseptics, especially Dakin’s solution, were 
often used to irrigate the empyema cavity. The 
Rockefeller Institute in New York was one of 
the first to develop a well-planned technique 
for the sterilization of the empyema cavity by 
means of Dakin solution. 

Stewart (65) recommends the placing of Dakin 
tubes stiffened with silver wire so that the instilla- 
tion of Dakin solution will come in contact with 
every part of the cavity wall. 

Numerous devices for expanding the collapsed 
lung were introduced. Many were modifica- 
tions of the Wolfe blow bottles. Others attempted 
expansion of the lung by means of suction through 
the drainage tubes. The value of exercise to 
bring about expansion was especially recognized. 

The literature on chronic empyema is as 
voluminous as that on acute empyema. It will 
therefore be impossible to dwell at length upon it. 

Because of the beneficial results obtained with 
Dakin solution in acute empyema, this treatment 
was advocated also for the chronic condition. 

Gibbon (23) states that almost all cases of 
chronic empyema will heal under proper treat- 
ment. He sterilizes the cavity with Dakin solu- 
tion introduced through the sinuses. He does not 
believe bronchial fistula are necessarily a contra- 
indication to the use of this solution. 

The various methods of extrapleural thoracot- 
omy for the collapse of the chest wall for tuber- 
culosis have been used for chronic empyema. 

Lilienthal (43) describes an intra-thoracic op- 
eration by means of which he carefully explores 





























the empyema cavity. After the lung has been 
freed as much as possible by Ransohoff’s dis- 
cission method, when this is advisable, he closes 
the chest wall tightly around a tube placed in 
the site of the old sinus and irrigates the cavity 
with Dakin’s solution through this tube. 

Kirschner (39) claims that it is impossible to 
collapse an empyema cavity sufficiently by ex- 
trapleural thoracotomy if it extends up into the 
apex. In such cases he attacks the apex cavity 
from the front, makes a trap-door by resecting 
a portion of two or three ribs, splits the pectoralis 
major muscle, and lays the cut ends of the latter 
in the cavity, which is thus plugged somewhat in 
the manner of Tuffier’s fat implantation but with 
live muscle tissue. Kirschner temporarily inter- 
rupts the action of the phrenic nerve on the same 
side, exposing the nerve in the neck. 

Marsupialization of the empyema cavity has 
been advocated by Beck (6). The operation is 
taken up in this review in the discussion of lung 
abscess. 

Chevrier (11) believes that drainage in the ax- 
illary or scapulary line is not efficient. In order to 
drain at the most dependent point, he estab- 
lishes his drainage thoracotomy by making a 
posterior incision near the vertebral column, in- 
troduces a finger through the wound, and explores 
the lowest portion of the latero-vertebral de- 
pression. 

Taylor and Taylor (66) have described a method 
of healing infected wounds and especially chronic 
empyema by what they term “tidal drainage.’’ 
For this, a rubber. cap is used which is so con- 
structed that it fits the skin liquid tight. Two 
tubes are set into it by means of which liquid can 
be forced in and aspirated out by pressure. 

Numerous operations of the types just men- 
tioned have been advocated for the cure of 
chronic empyema. The underlying ideas are, 
of course, not new. It is proper in this review 
however, to make note of the return to the 
principle of sterilizing the cavity by means of an 
antiseptic solution and to call attention to the 
fact that a large number of writers are advising 
extrapleural collapse of the chest wall. 


CANCER OF THE LUNG 


The literature on cancer of the lung has been 
very carefully reviewed by Barron (5). Barron 
claims that such a review demonstrates the in- 
creasing importance of the disease. He quotes 
Briese (8) who found sixty primary tumors of the 
lung in 12,971 autopsies (0.46 per cent). Kauf- 
mann (38), he states, gives the incidence of 
pulmonary tumors at about o.2 per cent, while 
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Ewing (18) gives it as about o.1 per cent. The 
statistics of Adler (2), Briese, Kaufmann, and 
Ewing all give the proportion of males to females 
affected as three to one. 

Regarding the cause of the condition Barron 
writes, ‘Perhaps the chief etiologic factors are 
inflammatory conditions, and of these, tuber- 
culosis is the most common.”’ He cites Kauf- 
mann and Aschoff as holding the same view. 
The suggestion is made that the influenza ep- 
idemic with its subsequent pulmonary inflam- 
matory processes may be responsible for a number 
of pulmonary carcinomata encountered during 
the past few years. 

Grossly the tumors are of three types: (1) 
nodular; (2) diffuse or lobar; (3) infiltrating. 
The third is the most common. The right lung 
seems to be more often involved than the left, 
and the upper lobe more frequently than the 
lower. Histologically the cylindrical-celled growths 
are the most common, and of these the adeno 
carcinoma is the most frequent type. 

Barron is of the opinion that most pulmonary 
carcinomata develop from the bronchial epitheli- 
um. Some originate from the bronchial mucous 
glands and only a few from the alveolar cells. 
Epithelial metaplasia is relatively common in 
bronchial mucous membranes. This may explain 
the origin of the comparatively large number of 
squamous-celled carcinomata in this region. 
Metastases are numerous and especially apt to 
occur in the brain, suprarenals, and thyroid. The 
usual symptoms of pulmonary cancer are cough, 
pain, dyspnoea, weakness, slight cachexia, and 
fever. 

Barron quotes Fishburg and Steinbach (19) 
who, in a series of thirty-three cases, found that 
the condition was erroneously diagnosed most 
frequently as tuberculosis. According to Barron, 
the prognosis at the present time is hopeless. 
Surgery offers practically no hope and the X-ray 
and radium have also proved of little value. 

Yankauer (71) reports a case of fibroma ex- 
tending into the lumen of the left main bronchus 
which he was able to remove through the bron- 
choscope. He also reports a case of malignancy 
diagnosed with the bronchoscope and treated, 
with at least great temporary improvement, by 
means of the X-ray and the application of ra- 
dium through the bronchoscope. 


EXPERIMENTAL 
The experimental work of Heuer and Dunn (31) 
on lobectomy is very interesting. These workers 
performed total pneumectomy on the left side 
on twenty-three dogs. Thirteen of the animals 
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recovered. Six died of distemper and four died 
as the result of the experiment. These results 
are very different from those previously reported 
by other workers who claimed that the great 
majority of animals died from leakage of the 
stump or infection. Heuer and Dunn performed 
their operations through an intercostal incision 
and used intratracheal insufflation anesthesia 
with positive pressure. The results obtained 
seemed to show that almost any method of closing 
the bronchial stump, even simple transfixion 
ligation of the bronchus, was adequate to insure 
satisfactory closure. They used successfully the 
following methods: (1) simple mass ligature in 
the neighborhood of the hilus (Lenhartz, Robin- 
son, Sauerbruch); (2) covering the closed bron- 
chus with a small fragment of lung tissue (Garré) ; 
and (3) inversion of the ligated stump as in the 
appendix (the method of Meyer and methods de- 
scribed by Tiegel, Friederich and others). They 
are convinced that the pleura is more resistant 
to infection than was formerly supposed. Inci- 
dentally they found that cultures made from the 
walls of the bronchus at the level of the bifur- 
cation of the trachea were always sterile. 

Usually after four to six weeks the pleural cav- 
ity from which the lung was taken was almost 
completely obliterated. The process of oblit- 
eration began after the first few days and was 
nearly completed in two to three weeks. The 
remaining lung increased in size. 

Similar to the results obtained by most ex- 
perimentors are those reported by Georg, Jr. 
(22) who records only four recoveries after cight- 
een lung operations. He points out that intra- 
tracheal insufflation was not without harmful 
effect upon the lungs even in the dogs which re- 
covered. Microscopic sections showed occasional 
interstitial emphysema and even destruction of 
some of the alveoli. In every section an intense 
congestion and atalectasis were found which 
Georg attributes to the harmful effect of in- 
sufflation upon the circulation of the lung. 

More recently Heuer and Andrews (32) have re- 
ported further work along the same line. With 
regard to the effect of the absence of one lung in 
dogs they state, ‘ Briefly the effects of pneumec- 
tomy are a rise in alveolar CO2 and a fall in alve- 
olar O, these alveolar air changes being associated 
with a temporary rise in the CO2 content and 
capacity of the blood and a marked rise in the 
percentage of oxygen unsaturation. Concomi- 
tantly there is a marked rise in the hemoglobin 
content of the blood and therefore in the oxygen- 
carrying capacity which may be interpreted as a 
compensatory method. As has been noted, the 
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changes in the alveolar CO2, alveolar O, and the 
blood COz content and capacity, and the per- 
centage of oxygen unsaturation are very tempor- 
ary, and approximately within thirty days normal 
relations are again established. The increased 
hemoglobin and oxygen-carrying capacity of the 
blood, however, persisted during our observation 
sixty-six days. They serve in part to supply the 
respiratory needs of the animal perhaps until 
complete anatomical changes in the remaining 
lung have taken place.” 

Another interesting set of experiments relating 
to the physiology of respiration are those of 
Graham (25). Graham thought that pleural 
effusions might be caused by the sucking action 
of the negative pressure at the end of inspiration, 
the oedema being aspirated out of the lungs in 
a manner somewhat similar to the action of a 
syringe. To prove this he placed lungs removed 
from patients who had recently died of bron- 
chopneumonia and the lungs of dogs in a bell 
jar, connected the trachea with the outer air 
through a glass tube, and then aspirated the air 
in the jar through a stopcock to inflate the lungs. 
The amount of negative pressure induced in the 
pleural cavity (bell jar) was determined by means 
of a water manometer. An exudate was readily 
obtained from oedematous lungs but to his great 
surprise Graham found that it ran more copiously 
from the pleura when the lungs were in the 
state of expiration than when they were in 
the state of inspiration. “The exudate, there- 
fore, which under the conditions of the experi- 
ment flowed out copiously during expiration, 
represents fluid that has been squeezed out of 
the oedematous pleura as a result of the sudden 
diminution in surface necessitated by the act of 
exhalation.” In discussing his findings Graham 
states that he is aware that the experimental 
conditions were not identical with those present 
in life. 

Drinker, Peabody, and Blumgart (14), also 
investigating the physiology of respiration, per- 
formed a series of experiments in which they 
compressed the pulmonary veins by means of 
asmall clamp applied through a thoracotomy open- 
ing into the pericardium but not into the pleural 
spaces. The tidal air was then measured by a 
series of spirometers. They found that when the 
obstruction of the pulmonary veins was such as 
to produce congestion of the pulmonary vessels 
without exudation it caused interference with the 
entrance of airinto the lungs. This interference was 
relieved as soon as the obstruction was removed. 
If there was exudation of fluid out of the 
vessels into the tissues and air passages, per- 
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manent interference with the entrance of air into 

the lungs resulted. They showed that intra- 

vascular blood can encroach remarkably upon 
the pulmonary air space. 

The experimental work of Graham and Bell 
(26) which, in its influence on our conception of 
chest physiology, is the most important of re- 
cent years, has been described elsewhere. 

With regard to the spread of emphysema 
Achard (1) showed that when he insufflated air 
directly into the mediastinum of an anesthetized 
dog the gas bubbles spread upward into the cervi- 
cal region and downward into the retroperitoneal 
tissue. He also emphasized by experiments on 
cadavers the continuity between the retroper- 
itoneal, mediastinal, and cervical tissues. 

As regards the closure of the bronchial stump, 
modern writings do not show much advance. 

Lilienthal (42) claims that isolating, tying, and 
invaginating the bronchial stump may be feasible 
and successfully accomplished when a lobectomy 
is performed on a dog experimentally and in 
removing a lung after injury when there has been 
no inflammatory reaction, but that it is an entirely 
different matter when dealing with the usual type 
of case for which a lobectomy or pneumectomy 
is indicated. 

The only way to avoid hemorrhage from the 
vessels firmly buried in adhesions is to resort 
to the mass ligature principle, according to which, 
after the pedicle is cut, a chain of heavy chromic 
catgut or silk is used to transfix every part, the 
bronchus and blood vessels alike. A temporary 
fistula usually results. In four of six cases a 
fistula developed, drained, and healed, and finally 
after one or more attempts, remained closed. 
In one case in which the entire right lung was 
resected the fistula did not heal spontaneously. 
The further the fistula was situated from the 
chest wall the more readily healing occurred. 

Meyer (52) emphasizes the importance of post- 
operative air-tight drainage. He uses the method 
of Kenyon described in Johnson’s Operative 
Therapeusis. 
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Blake, J. A.: Drainage. Ann. Surg., 1922, lxxv, 385. 


During the war the importance of dependent 
drainage was emphasized by experience with gun- 
shot injuries, but it was found also that drainage 
was not necessary when there was no dead or 
necrotic tissue in the wound and that this held true 
also in infections of the cavities of the body and the 
viscera. F 

A distinction should be made between an incision 
used merely to evacuate the products of inflamma- 
tion from a cavity and to allow these products to 
escape for a short time, and drainage which is con- 
tinued for a longer period by means of drains. 

In articles published in 1903-04 the author re- 
ported that the mortality in cases of undrained diffuse 
peritonitis was markedly lower than that of drained 
cases. Subsequent experience has demonstrated 
that the drains themselves, by pressure and foreign- 
body irritation, cause the persistence of peritonitis 
which otherwise would subside. In an ordinary 
diffuse peritonitis, however severe, drainage is un- 
necessary, but in local peritonitis, such, for example, 
as that due to an abscess, drains should be used. 

Drains traversing the joints are fatal to the joints. 
The author found that his results were greatly 
improved by using short drains which only entered 
the joint. Mention is made of the remarkable 
results obtained by Wilms, who did not use drains 
at all, but after making an incision relied on active 
motion to prevent accumulation. 

In the treatment of empyema the author en- 
deavors to approach the ideal of keeping patent the 
wound in the thoracic wall by using tubes just long 
enough to keep the pleural cavity empty. In some 
cases with active resistance to the infection and 
extensive fibrinous exudate, immediate resolution 
was obtained by cleaning the cavity out by hand 
through a large incision, drains being dispensed 
with. It is safe to dispense with tubes if after evacu- 
ation no visible foreign material, such as adherent 
fibrin, remains. 

Other cases raising the question as to whether 
the usual method of drainage by tube is detrimental 
are cases of cholangeitis. In those which have been 
drained only to the opening in the common bile 
duct the discharge has cleared more quickly with 
less suppuration than in those in which the drain 
was introduced into the duct, ceasing in a few days 
instead of after as many weeks. 
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In the author’s opinion drainage of the viscus is 
not practiced frequently enough in cases of advanced 
peritonitis with paralytic ileus. A secondary 
ileostomy has saved life in many such cases and 
should more often be a primary operation. All that 
is necessary is the suturing of a soft catheter with 
catgut to the margins of a small opening in the lower 
part of the ileum and inversion of the wall with a 
couple of pursestring sutures so the stoma will close 
when the catheter is withdrawn after two or more 
days when the catgut becomes loosened. 

In cholecystectomy and resections of the colon, 
a slip of rubber dam is sufficient to form a lead for 
the escape of discharges Drainage must be em- 
ployed if retroperitoneal spaces are opened, par- 
ticularly in retroperitoneal ureterotomy. 

Gauze is useful as a packing in certain classes of 
wounds but is not a good drain, for while it is an 
effective filter and allows serous secretions to pass 
through it, it acts as a dam to the solid necrotic 
portions which form the food upon which bacteria 
grow. 

The indications for its use are, first, as a pres- 
sure hemostat, and second, to prevent the falling 
of the soft parts into cavities during the early 
stages of repair. Except when employed as a 
hemostat it should be separated from the wound 
surfaces by rubber or some other non-adhering 
material. The true indication for rubber tubing 
is the presence of a large quantity of material, 
particularly solid material, to be evacuated, as in 
the urinary bladder, the gall-bladder or ducts, the 
intestines, and wounds containing solid necrotic 
material. 

For precautionary drainage silkworm gut and 
folded rubber dam are excellent as they do not cause 
pressure necrosis, they efficiently drain off fluid 
secretions, and they form a lead along which larger 
drains may be inserted if necessary. 

CorBin C. YANceEy, M.D. 


Parce, A. D.: An Improved Method of Skin Graft- 
ing. Ann. Surg., 1922, lxxv, 658. 


The Esser epithelial inlay method was used. This 
necessitates accurate coaptation of the graft 
throughout the area to be epithelized and firm 
pressure and tension over this area. These three 
factors prevent the accumulation of secretion under 
the graft and also to a large degree prevent the con- 
dition of passive congestion or venous stasis which, 
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Fig. 1. Various steps in the preparation of the mold 
and the application of the graft inside out. 


as is well known, destroys the viability of a graft 
after three or four days. 

The operation to be described has been of particu- 
lar value in treating old contracted scars with poor 
nutrition and often with indolent ulceration which 
it was impossible to sterilize or to cover with healthy 
granulations, and has served to break the continuity 
of painful or contracted scar tissue without ulcera- 
tion which had prevented the full function of a part. 
It has been used also to fill in cavities or bony de- 
fects due to chronic osteomyelitis. The area treat- 
ed is ultimately covered with epidermis of normal 
appearance, a desideratum of no small consequence 
when cosmetic results are desired. 

The technique consists in the usual preliminary 
preparation and the use of the same instruments as 
those employed for a simple Thiersch graft plus a 
sterile dental modeling composition. The dental 
composition is first softened in hot water, then 
molded over the surface to which the graft is to be 
applied, and then placed in cold water to become 
hard. 

If the surface and flat, the 


treated is broad 


molding of the composition may be facilitated by 
compressing it between two sterile wooden tongue 
depressors or it may be rolled flat and to a suitable 
thickness with the round handle of some instrument. 
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Fig. 2. 
hold the mold and the graft in place during convalescence. 


Graft in position, showing method of suturing to 


This layer of composition while soft is then held in 
firm contact with the area to be epithelized to obtain 
an exact impression of the deformity to be treated. 
If the deformity is a cavity or depression, a sufficient 
amount of the softened composition is used to fill 
the defect entirely and is held there by firm pressure 
until it is hardened sufficiently to permit its removal. 
It will then bear the imprint of every crevice to be 
covered with the epithelium. 

A full-thickness autoplastic graft through the 
dermis into the subcutaneous plexus, but free from 
fatty tissue, is removed with a razor in the ordinary 
manner, turned inside out over the impressioned 
surface of the composition, and held under tension 
against it by means of fine catgut sutures ap- 
proximating the free edges of the graft across the 
blank surface of the composition. Several grafts 
may be necessary to cover the surface of the 
mold. 

The skin about the area to which the graft is 
applied is slightly undercut so that the margins 
of the composition with the graft overlying them 
will slip under it. The graft is then placed in posi- 
tion and adjusted, this adjustment being made 
more accurate by momentarily applying to the 
composition a compress soaked in hot saline solution 
to soften it slightly, when firm pressure will permit 



















such readjustment as is necessary in the composition 
after the skin has been applied over it. 

The skin margins surrounding the area made free 
by undercutting are now sutured with fine catgut 
to those portions of the graft in apposition to them, 
a step which serves the double purpose of holding 
the graft in position and maintaining tension upon 
it. A large dressing with a firm bandage is then 
applied over the whole area and left undisturbed for 
a period of eight to ten days, when the sutures 
holding the graft to the mold are cut, the edges of 
the composition are gently lifted so as not to disturb 
the graft, and the entire mold is removed. 

Eight cases are reported and two others are 
mentioned in which a very satisfactory result was 
obtained. Carv R. Sternke, M.D. 


ANZSTHESIA 


Ryan, C.: Combined Anesthesia. J. Jowa State 
M. Soc., 1922, xii, 181. 

The term “combined anesthesia” is applied to 
the use of two or more compatible drugs for the in- 
duction of anesthesia or analgesia. The use of 
morphine or pantopan with atropine or scopolamine 
as a hypodermic preliminary to either general or 
local anasthesia constitutes combined anesthesia. 
These narcotics reduce the amount of the anesthetic 
required, inhibit salivary secretion, minimize the 
emotional influences, and combat the development 
of acidosis. It is well known that ether, chloroform, 
and nitrous oxide cause an increase in the acidity 
of the blood in proportion tc the depth of the nar- 
cosis. 

The psychology of anasthesia and surgery has 
been advantageously studied for many years. With 
the development of anoci-association, both physical 
and psychologic shock have been controlled to a 
large extent. With the use of the Crile and Lower 
methods the author obtained a reduction of 50 per 
cent in the mortality and morbidity in approximately 
2,000 operations. 

The essential points to be observed are summar- 
ized as follows: 

Courteous and careful consideration should be 
given the patient from the moment he enters the 
hospital. Drastic purgatives should be withheld. If 
indicated, a mild cathartic may be given two nights 
before the operation and followed by flushing cf the 
bowels on the following morning and proctoclysis 
of sodium bicarbonate-glucose solution by the Mur- 
phy drip method for the rest of the day and for 
twenty-four hours after the operation. A hypnotic 
should be given the night before the operation to 
insure a good night’s sleep. The preliminary hypo- 
dermic should be given one hour before the oper- 
ation, and the patient not disturbed until he is to 
be taken to the operating room, which should be 
done with as little handling as possible. 

If local anesthesia is not to be used, a light 
general anesthesia is advisable, induced preferably 
with nitrous-oxide-oxygen followed, if necessary, by 
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ether, the amount to be judged by the anawsthetist. 
The operating field is blocked with a '; to 1% per 
cent solution of novocaine and adrenalin to which, 
if indicated, '/5 per cent quinine-urea may be added. 
The technique is the same as when a local anes- 
thetic is employed alone. 

For the successful use of combined anesthesia 
the operator must have mastered local anesthesia. 
Conscientious after-care of the patient until re- 
covery is complete is, of course, essential. 

BEN Morcan M.D. 


Calcagno, B. N.: Arterial Anzsthesia (Anestesia 
artérial). Semana méd., 1922, xxix, 661. 


The name of Goyanes is associated particularly 
with the history of arterial anesthesia. Goyanes’ 
first experimental work on dogs, the injection of 
cocaine into the femoral artery, was reported in 
1909. Oppel of Petrograd also did much along this 
line. Goyanes stated that this form of anaesthesia 
gives excellent results and that when the dosage 
and solutions recommended are employed it is safe. 
It is adapted particularly to the surgery of the 
limbs. An Esmarch constrictor is used to interrupt 
the circulation. About 30 c.cm. of a 50 per cent 
solution of novocaine diluted to about half in a 
4:1,000 physiological solution are injected into the 
selected artery. Any artery of the limb may be 
chosen. The anesthesia obtained is absolute and 
spreads to the extremity of the limb. The fibrous 
tissues, however, do not become so desensitized as 
the nervous tissue. In 1912 Goyanes reported that 
he had only two failures in seventy clinical cases in 
which he had used the method. 

The inconveniences of the procedure are that it 
requires prior isolation of the artery and the Esmarch 
band causes compression pain. 

The author has employed arterial anesthesia in a 
number of cases, which he reports in detail. He 
first employed stovaine but as a series of experiments 
on animals demonstrated that stovaine has a 
hemolytic action he discontinued its use. 

Experimental studies of the effects of novocaine 
on the blood showed that it fully meets all the 
requirements of arterial anesthesia and has only a 
slight effect on the red corpuscles and the vascular 
walls. 

To illustrate his technique Calcagno reports a 
case of comminuted fracture of the tibia and 
fibula of the right leg causing traumatic shock. 
Five hundred cubic centimeters of physiological 
salt solution were first administered and the usual 
shock treatment was given. Arterial anesthesia 
was obtained by injecting 20 c.cm. of 1 per cent 
novocaine diluted in 8: 1,000 physiological salt solu- 
tion. Anesthesia which permitted amputation with- 
out the least pain was obtained in five minutes. 

Arterial anaesthesia is most applicable to the 
lower limb. The only contra-indication of real im- 
portance is an infectious or suspicious lesion where 
the arterial puncture would be made. 

W. A. BRENNAN. 
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SURGERY OF THE 
HEAD 


Shefferd, J. M.: Cholesteatoma of the Temporal 
Bone, with the Report of an Unusual Case. 
Boston M. & S.J., 1922, clxxxvi, 877. 


Accumulated evidence tends to prove that 
cholesteatomata of the temporal bone are usually 
secondary, their primary occurrence in this region 
being rare. It is still an open question whether the 
tumefactions embedded in the petrous portion of 
the temporal bone penetrate the tympanic cavity 
during growth or originate in the middle ear and 
wear the bone away by pressure. 

Cases of primary cholesteatoma of the mucous 
membrane of the tympanic cavity have been 
reported in which symptoms of inflammation and 
perforation of the membrane were absent. A 
cholesteatoma may attain considerable size without 
causing demonstrable signs of bone necrosis or 
absorption. Sclerosis with defects and excavations 
is often found. Extensive necrosis may expose 
the dura, the lateral sinus, and the semicircular 
canals. Bony changes are due to continuous pressure 
of the mass and atrophy associated with pathologic 
changes in the lining of the middle ear. 

The author’s case was that of a woman aged 25 
years who, for seven weeks, had had a discharge from 
the ear and facial paralysis. The left ear contained 
a polyp the size of a bean, which had its origin in the 
upper portion of the drum, and a purulent exudate. 
Slight nausea with nystagmus and vertigo was ex- 
perienced. The patient stated that once in child- 
hood she had had a discharge from the ear and there 
had been some pain in it ever since. 

Removal of the polyp revealed a large perforation 
of the drum. Probing through the perforation 
demonstrated a fibrinous, pulpy mass which did not 
bleed and could not be removed with the curette. 
At operation through the usual mastoid route the 
bone was so soft and friable that the whole cortex 
broke away. When this occurred a tumefaction the 
size of a small hen’s egg, with a soft necrotic center, 
was exposed. This growth occupied the tympanic 
cavity, mastoid process, and the squamous portion 
of the temporal bone and dipped into the posterior 
cerebellar fossa. The eroded mass adhered to the 
inner wall of the lateral sinus for about 34 in. 
Further bone necrosis exposed the dura above the 
lateral sinus. The same condition was found over 
the semicircular canals and the facial ridge, but 
there was no fistulous opening in the latter area. Where 
the growth extended in the eustachian regions it 
was soft and ragged. In the first part of the opera- 
tion, to prevent recurrence, a periosteal flap dissected 
free from skin and bone was tucked anteriorly and 
posteriorly over the exposed bone, another flap from 
the posterior portion of the external canal was 
stitched to the periosteal flap, and both flaps were 
held in position by gauze packing. 


HEAD AND NECK 


Two days after the operation the facial paralysis 
headache, vertigo, and nystagmus disappeared. The 
patient was discharged from the hospital at the end 
of two weeks, and in eight weeks the discharge from 
the ear ceased. 

The striking feature in this case was the extensive 
necrosis progressing during such a great length of 
time and the short duration of the symptoms. The 
author quotes Politzer as stating that the prognosis 
depends on the location of the cholesteatoma and the 
ear changes present. 

Permanent cures are rare after either spontane- 
ous expulsion or conservative treatment. In many 
cases a cure is obtained only after the middle ear 
spaces have been exposed through the meatus or 
mastoid process. S. J. Harsrecut, M.D. 


Arquellada, A. M.: A New Case of Occipital En- 
cephalocele Which Was Cured (Un nuevo caso 
curado de encefalocele occipital). Pediatria espan., 
1922, Xl, 20. 

Arquellada operated upon an occipital encephal- 
ocele in a child 7 days old, which was larger than 
the child’s head. Perfect recovery followed. 

Histologically, the. growth was a hydro-encephal- 
ocele which showed numerous deformed neuromata, 
the tissue being gliomatous rather than neuroglic 
and having characteristics which suggested an 
ectopic tumor. 

In Arquellada’s opinion this case verifies the 
theory of Velasco Pajares that encephalocele is 
congenital and due to the presence of ectopic tissue 
which inhibits the normal development of the bone. 

W. A. BRENNAN. 


Aboulker, H.: The Diagnois of Silent Intracranial 
Abscess During the Ambulatory Period (Le 
diagnostic des abcés intracraniens silencieux a la 
période ambulatoire). Presse méd., Par., 1922, 
XXX, 474. 

Intracranial abscesses of non-traumatic origin 
may arise from suppurations of the perinasal, 
frontal, ethmoid, or sphenoid sinuses, but the great 
majority are of otitic origin. Such abscesses are not 
rare but are generally unrecognized. They are 
usually situated in the temporo-sphenoidal lobe or 
the antero-external part of the brain, zones almost 
silent. Even if very large and destructive they do 
not cause marked symptoms and frequently are 
found only at autopsy. A patient with a lesion of 
this kind may walk about for months. 

However, although the classical symptoms of 
brain abscess are generally lacking in such cases, 
there are always two which are pathognomonic, 
viz., cephalalgia and clouding of the intellect with 
depression, which may be accompanied by slowing 
of the pulse, hypothermia, and vomiting, and in 
rare instances by choked disk and localized pressure 
pain. Cephalalgia and mental depression in a 























patient with a nasal or otitic suppuration should 
excite alarm. These signs appear very early, while 
the patient is still active, and usually are considered 
as due only to migraine or neurasthenia. The 
presence of motor or other signs of an intracranial 
process cannot be depended upon. 

The author gives the history of ten illustrative 
cases of extradural, cerebral, and cerebellar abscesses 
of silent evolution. 

In three cases of extradural abscess and four cases 
of brain abscess choked disk, localized pain, and 
motor and sensory signs were absent. The pulse was 
generally slow and the temperature was normal, 
elevated, or subnormal. Vomiting was rare. Cephal- 
algia was probably present in all cases but in some 
was not mentioned by the patient. Mental depres- 
sion was marked in every case of brain abscess and 
in the cases of extradural cerebellar abscess with a 
grave evolution. 

In Aboulker’s opinion exploration of the dura 
should always be done when there is suspicion of a 
meningo-encephalic reaction, and exploration of the 
brain and cerebellum should be done only when the 
exploration of the dura mater is negative. As 
encephalitic abscesses are almost always fatal when 
far advanced, the importance of early diagnosis is 
apparent. Exploratory trephinations and punctures 
should be done under local anesthesia. Chloroform 
is very dangerous; Aboulker believes it was respon- 
sible for two deaths in his series of cases. 

W. A. BRENNAN. 


Miller, E. A.: Calculi within the Brain: Report 
of a Case of Intracranial Calcification with 
Successful Operation and Recovery. Surg., 
Gynec. & Obst., 1922, xxxiv, 786. 

Up to 1916 only seven cases of intracranial cal- 
cification were reported in the literature. Those 
now on record comprise calcification in gummata, 
cyst walls, the pineal gland, basal and occipito- 
parietal tumors, cysticercus, brain abscess, aneurism 
of the internal carotid artery, the white substance 
of the brain, and the sella. Less than twenty 
cases of true bony tumors (osteoma and osteosar- 
coma) or tumors which have undergone calcification 
or ossification have been reported. 

The author’s case differs from those found in the 
literature in that the calculi within the brain 
substance were shown by the roentgen examination 
and successfully removed at operation. These 
calculi were solid, grayish-white stones composed 
almost entirely of calcium oxalate with organic 
material which was probably decomposed blood. 
They were irregular in shape, having many pro- 
jecting nodes. One of them measured 3% by % by % 
in., and another 54 by % by % in. The third was 
about the same size but was crushed in its removal. 

Intracranial calcification may be classified as 
follows: 

1. That occurring in the walls of cysts or abscess 
cavities. 

2. Deposits of “brain sand,” e.g., the deposit of 
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lime in the pineal body. The deposits in the falx 
cerebri, the so-called psammomata, are classified by 
some as true tumors or osteomata. 

3. Calcium deposits in the walls of brain vessels. 

4. Deposits of calcium in true brain tumors. 
These include gummata and tuberculomata. 

5. The true bony tumors—osteomata and osteo- 
sarcomata. 

6. A class of calcified bodies which occur in the 
white substance of the brain upon the site of a 
peculiar degenerative process described by Bassoe 
and Hassin. 

The author believes that in his case the deposits 
originated in the tissue spaces after a primary 
colloidal degeneration following some severe in- 
toxication causing disturbance of metabolism and 
defective drainage of the tissue fluids. 

Joun D. Exuis, M.D. 


Bartlett, F. H., and Wollstein, M.: A Clinical and 
Pathological Study of Brain Tumors in Young 
Children. Arch. Pediat., 1922, xxxix, 386. 


In 4,563 autopsies performed at the Babies’ 
Hospital in New York a neoplasm of the brain was 
found in only nine, an incidence of 0.2 per cent. 
The occurrence of brain tumors in adults is 1 
per cent. Two of the children with such growths 
were girls and seven were boys. Their ages ranged 
from 2 weeks to 3 years. 

In the detailed study of seven cases it was found 
that five of the neoplasms were located in the 
cerebellum, constituting infratentorial tumors, and 
two were in the cerebrum, constituting supraten- 
torial tumors. All of the infratentorial tumors in- 
volved the vermis, extended into one lobe of the 
cerebellum, compressed the other lobe, and had dis- 
torted the medulla. One had extended into the pons 
and was accompanied by a cyst of the fourth ven- 
tricle. Another involved one of the cerebellopontine 
pedicles. None had formed metastases in other 
organs. The tumors were all large. They were sit- 
uated under the pia, which was deep red or reddish- 
blue over the growth, and were very vascular. 
They contained small hemorrhages and areas of 
necrosis. Hydrocephalus was present in every case. 
Histologically all five infratentorial tumors were 
gliomata of the astrocytoma type. 

The two supratentorial tumors were dissimilar in 
location and structure. One involved the corpora 
striata, optic thalami, and corpora quadrigemini. 
Histologically this growth was a glioma. In the 
other case the tumor occurred in a child so young 
(the first symptoms being noted at 2 weeks of age) 
that its congenital nature could not be doubted. 
Histologically this tumor was a glioma sarcomato- 
sum or gliosarcoma. One boy with a glioma had a 
horseshoe kidney. 

The symptoms produced by the growths were 
similar to those in adults, viz., spasticity, increased 
reflexes, and focal paralysis. Vomiting occurred in 
three of the seven cases as an early symptom, but 
in none was it unusual in frequency or of the ex- 








plosive type. Convulsions occurred in only one 
instance and then only a few hours before death. 
Infrequency of vomiting and convulsions in infants 
may be explained possibly by the fact that the 
intracranial pressure increases gradually and young 
brain tissue is extremely adaptable to gradual 
pressure. 

The spinal fluid was increased only in the early 
cases. In one case it was yellow. An increased cell 
count was found in only one instance and the globulin 
was increased only in the case with the yellow fluid. 
In the latter the fluid showed a bloody tinge at 
autopsy which was ascribed to the marked hamor- 
rhage and necrosis in the tumor. 

H. W. Fryx, M.D. 


Grant, F. C.: Alcoholic Injection of the Second 
and Third Divisions of the Trigeminal Nerve: 
Clinical Results with a More Exact Tech- 
nique. J. Am. M. Ass., 1922, lxxviii, 1780. 

The injection of alcohol into the three divisions 
of the trigeminal nerve is of great value in the treat- 
ment of tic douloureux, as an adjunct to the treat- 
ment of painful growths of the face, tongue, and 
jaws, and in masseter spasm. 

In order to standardize the methods of injecting 
the maxillary and mandibular divisions of these 
nerves an instrument called a “‘zygometer’’ was 
devised to give a uniform point of entrance for the 
needle through the cheek. 

Clinical experience has coincided with anatomical 
studies. Injections of the maxillary division should 
be made from the 3 cm. mark. The needle should 
subtend an angle of 10> degrees from above down- 
ward in the horizontal plane, and 115 degrees from 
before backward in the vertical plane. The nerve 
is reached from 5 to 5.5 cm. from the surface. 

Injections of the mandibular division should be 
made from the 2 cm. mark. The needle should sub- 
tend an angle of 90 degrees in the horizontal plane 
and 110 degrees from above downward in the verti- 
cal plane. The nerve is reached from 4.5 te 5 cm 
from the surface. 

The application of these facts to a series of in- 
jections materially reduced the percentage of fail- 
ures to reach the nerve trunks. 

H. A. McKnicut, M.D. 


Sousa, B.: An Enormous Nasopharyngeal Fibroma; 
Tracheotomy; Resection of the Left Superior 
Maxilla and Extirpation of the Tumor (Enorme 
fibroma naso-farfingeo; traqueotomfa previa; ligadura 
de la carétida externa, reseccién del maxilar supe- 
rior izquierdo y extirpacién del tumor). Arch. d. 
Hosp. Municipal de la Habana, 1922, i, 5. 

The case reported was that of a negress 25 years 
of age. The tumor first appeared four years pre- 
viously. Two operations had been followed by 
recurrence. As it was deemed impossible to extirpate 
the growth by any of the usual methods, a tracheot- 
omy was first done. The left external carotid was 
ligated and the upper maxilla on the same side re- 
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The tumor was multilobular and pyriform 
The largest lobule, which was 13 cm. long and thi 
diameter of a small orange, was implanted by mul 
tiple insertions in the basilar apophysis, pterygoi« 


sected. 


fossa, and maxillary fossa. Section of these inser- 
tions was necessary to dislocate the tumor. It was 
extracted through the mouth. W. A. BRENNAN 


Schlaepfer, K.: Modern Methods of Facial Plastics 
(Ueber gegenwaertige Methoden der Gesichtsplas 
tik). Schweiz. med. Wchnschr., 1922, lii, 383. 

The basic ideas for this comprehensive thesis were 
obtained from extensive studies abroad. The author 
discusses in particular observations made in the 
Gillies Hospital, London, where, during the war, « 
large number of facial injuries were treated in 700 
beds. 

In order to obtain healing without a reaction, 
latent infections must be eliminated as much as 
possible. Intratracheal narcosis with the Shipway 
apparatus has been found valuable, but local anas- 
thesia is employed for minor operations. Ligation 
is restricted as much as possible and careful suturing 
in layers is done to prevent secondary hemorrhages. 
Catgut has been found to be the best material for 
buried sutures, but for skin sutures horsehair is used. 

In order to make Thiersch flaps adhere in ir- 
regular deep wounds, they are applied to a cast made 
of pliable rubber, according to the advice of Esser, 
and with the aid of this they are brought into close 
apposition to the substratum. Superficial flaps are 
covered with silver foil. If free skin flaps are trans- 
planted, the subsequent shrinkage must be taken 
into consideration. In the use of pedicled flaps 
tension must be avoided. The pedicle is best pro- 
tected against shrinkage by forming a tube of skin 
by suturing the skin edges together. The danger of 
necrosis is eliminated by hourly light massage and 
the application of packs moistened in warm sodium 
chloride solution. 

Pedicled muscle is preferable to fatty tissue to 
fill out defects as it does not shrink. For the re- 
construction of obliterated sections of the oral or 
eye cavities, the rubber-inlay method of Esser is 
of value. Smaller bony defects in the lower jaw 
are bridged by pedicled flaps of muscle and bone, 
and larger defects by freely transplanted bone. In 
all plastic operations several sittings give better 
results than large single operations. BRUNNER (Z). 


Ivanissevich, O.: Some Results of Plastic Surgery 
(Algunos éxitos de cirugia plastica). Semana méd., 
1922, XXix, 382. 

Ivanissevich describes and illustrates three cases 
in which free cartilage grafts were used to correct 
facial defects. The first was a case of congenital 
hare-lip. Preliminary operations consisted of closure 
of the anterior part of the maxillary fissure by sutur- 
ing the gingival mucosa to the dental arch, the free- 
ing of adhesions, and plastics on the lip As the lower 
part of the nose was much flattened by a shortened 
subseptum, a tunnel was made in the subseptum 



























and into this a piece of costal cartilage was inserted 
and sutured. The general and asthetic results were 
good and the graft was well tolerated. 

The second case was a case of deformity and mal- 
position of the external ear. A large portion of the 
auricular cartilage was resected and the remnant 
sutured to the periosteum of the mastoid region. 
The results were excellent. 

In the third case a deep depression in the posterior 
part of the horizontal branch of the maxilla, the 
result of a healed osteomyelitic process, was cor- 
rected by excision of the scar, the insertion of a 
artilage graft, and suturing of the stretched skin 
and cellular tissue over the graft. 





W. A. BRENNAN. 


NECK 


Lahey, F. H.: Multiple Stage Measures in the Sur- 
gery of Severe Hyperthyroidism. J. Am. M. Ass., 
1922, Ixxviii, 1862. 





In Lahey’s opinion the operative mortality in 
cases of hyperthyroidism may be lowered by subject- 
ing each patient to the procedure suited to the 
degree of toxicity he exhibits. Good surgical judg- 
ment is necessary in the choice of treatment. 

In the most toxic case seen by Lahey at least a 
single injection of the gland with boiling water was 
possible. This procedure has not increased the 
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CHEST WALL AND BREAST 

Nasaroff, W. M.: Resection of the Sternum for 

Tumor (Ueber die Sternumresektion wegen Tumor- 

en). Verhandl. d. russ. Chir. Girogoff-Ges., Petro- 
grad, 1921. 

Tumors of the sternum are not frequently ob- 
served. To the eighteen cases described in the 
literature the author adds another which was oper- 
ated on by Oppel. The patient, a woman 25 years 
of age, stated that the tumor had been present for 
five years. Following an injury occurring six months 
previously it had increased in size. 

In the clinic it was found that the growth ex- 
tended over the entire body of the sternum, but its 
center was somewhat to the left of the median line. 
It was of bony hardness and was crossed by a groove 
which divided it into halves. The third and fourth 
costal cartilages on both sides were firmly adherent 
toit. The X-ray plate showed it to be hemispheri- 
cal in shape and that it extended into the medi- 
astinum. 

The symptoms consisted only of a sensation of 
heaviness in the sternum and dyspncea. 

Under anesthesia induced with Shoemacker’s 
positive-pressure apparatus, both pleural cavities 
were opened and the tumor was entirely resected. 
The left pleural cleft was stitched up without diffi- 
culty, but on the right side a large defect remained. 
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difficulty of removing the gland. The next stage 
is the ligation of a superior thyroid artery after 
preparation with morphine-scopolamine. If the pa- 
tient’s reaction to a preliminary gas-oxygen anes- 
thesia induced at this time is satisfactory, the ligation 
is carried out, but if he reacts poorly he is returned 
to bed and the ligation is delayed until he shows im- 
provement. When the ligation has been accom- 
plished the patient is returned to his room and his 
reaction is carefully studied. 

If he is satisfied with the patient’s progress, Lahey 
ligates the other superior thyroid artery in a few 
days. After a suitable interval and careful study 
the ligation of one or both inferior thyroid arteries 
is done. Following this, the successive measures 
are the removal of one-half of the gland and then 
the removal of the other half. 

Lahey emphasizes the fact that it is rarely neces- 
sary to resort to this long and trying procedure. 
Almost all patients who are unable to endure a 
thyroidectomy can easily withstand a double ligation. 

The patient’s reaction to the measure used is 
estimated by his pulse rate. The best time for each 
succeeding intervention is determined by his gain 
in weight and his pulse rate, and by the fall in his 
metabolic rate. Lahey makes especial note of the 
psychic tolerance acquired by a patient after re- 
peated trips to the operating room. 

R. M. Warkins, M.D. 


THE CHEST 


To close this defect the lung was sutured to its mar- 
gins, the pressure in the apparatus being reduced. 
Uneventful recovery followed. At the end of ten 
days the patient was able to leave her bed. 
Microscopic examination showed the tumor to be 
a myxochondroma. At the end of six months there 
were no signs of recurrence and no symptoms. 
GiRGOLorF (Z). 


Duval, P.: The Results of Unilateral Intrathoracic 
Surgery with Non-Adherent Pleura. (Les 
données actuelles de la chirurgie intra-thoracique 
unilatérale en plévre libre). Presse méd., Par., 
1922, XXX, 409. 

In Sauerbruch’s opinion surgical pneumothorax is 
dangerous and therefore in all thoracic operations a 
pressure chamber should be used. Bazy, on the 
other hand, believes that the views of Sauerbruch 
are based on an erroneous conception of thoracic 
physiology and animal experimentation and that 
unilateral surgical pneumothorax is innocuous as 
compared with traumatic pneumothorax. 

Graham, using the dog, in which the pleura 
communicate, has shown that a complete pneu- 
mothorax is compatible with life. By a complicated 
algebraic formula he found also that about 65 sq. cm. 
is the maximum thoracic opening which is safe, thus 
confirming the views of Garré and Quincke that the 
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larger the opening the greater the pneumothorax 
and the attendant danger. 

Duval cites experiments on the calf, which has 
separate pleura, indicating that Graham’s findings 
are false and that a complete unilateral pneumo- 
thorax, with a very large opening in the thoracic wall 
and complete collapse of the lung, without respiration 
of any kind or the so-called ‘‘pendulum breathing,”’ 
causes no dyspnoea or change in the cardiac rhythm 
and only a slight change in the arterial pressure. 
Duval attributes the absence of dyspnoea and car- 
diac disturbance to the absolute immobilization and 
collapse of the lung, a state of immobility usually 
lacking in traumatic cases in which there is still a 
movement of air causing very grave reflex symp- 
toms. 

Duval cites his results in over 100 cases of intra- 
thoracic surgery, in which there were only two 
deaths. The procedure he used in these cases was 
the same as that he employed in the animal experi- 
ments. A very large opening was made in the thor- 
acic wall, the thorax was completely immobilized 
by a powerful retractor holding the ribs and the 
corresponding half of the diaphragm, and the re- 
sidual air in the lung was expressed by moist com- 
presses. There were no untoward symptoms. 

In cases of wounds it is a great advantage to 
have the lungs collapsed as they are then much more 
easily examined and sutured because hemostasis 
can be obtained more readily. If operation is done 
in such cases without complete deflation of the lung 
tissue there is danger of infection of the pleural 
cavity by the blood which has been in contact with 
the air and has escaped under pressure. The so- 
called ‘‘danse”’ of the lung due to the same cause 
can be eliminated by compression. 

Duval uses ether anesthesia, does not drain the 
pleural cavity, and withdraws the air slowly through 
a Pezzer rubber tube under fluoroscopic control. He 
believes the pressure chamber should be reserved 
for bilateral surgery of the lungs and has no place in 
unilateral surgery. Huspert Dunn, M.D. 


Peck, C. H., and White, W. C.: Tumors of the 
Breast. Ann. Surg., 1922, Ixxv, 641. 

This report is based on a series of 331 cases of 
tumors of the breast, 41 per cent of which were 
benign and 59 per cent malignant. 

The benign tumors and cysts analyzed from the 
pathologic standpoint were as follows: single cysts, 
23; localized cystic mastitis, 18; generalized cystic 
mastitis, 13; papillary cystadenoma, 9; galactocele, 
2; adenofibroma, 50; intracanalicular fibroma, 14; 
tuberculosis, 3; lipoma, 2; and hematoma, 2. 

The types of operation performed were: complete 
mastectomy, 15; complete mastectomy with axillary 
dissection, 19; partial mastectomy, 12; and local 
excision or enucleation, go. 

The types of incision were: curved at the lower 
border, 85; radial, 16; curved at the areola, 1; 
oblique ovoid, 22; and transverse ovoid, 12. 

Benign tumors or cysts of the breast can be 
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definitely diagnosed at the operating table in a larg: 
percentage of cases, and should be treated by con 
servative surgical procedures. Mutilating radica} 
operations for such conditions are unnecessary and 
are a confession of ignorance or timidity on the 
part of the surgeon. 

A trained pathologist should be present at thi 
operating table to assist the surgeon in determining 
at once the nature of the pathologic process. 

Cysts of the blue-domed type and localized and 
generalized chronic mastitis are neither malignant 
nor precancerous conditions. 

Non-encapsulated tumors of the adenomatous 
type form a borderline group. They are by no means 
always precancerous, and in the cases of younger 
women radical operations should be avoided ii 
possible. In older patients, and when the amount of 
breast tissue involved is considerable, radical opera- 
tion may be indicated. 

Multiple primary tumors or cysts are rarely 
malignant. Possible exceptions to this rule, e.g., a 
carcinoma developing in a breast already the site of 
a benign tumor, were not observed in this series. 
This rule does not apply to advanced cases of car 
cinoma with outlying nodules which are really 
secondary deposits. 

When possible, conservative operations should 
preserve the contour of the breast, and incisions 
should be so placed that the cicatrix will be incon 
spicuous. The curved incision at the lower border 
(Warren) best meets this requirement. 

Of the 195 cases of malignant disease four were 
cases of sarcoma and 191 were cases of carcinoma. 
Follow-up reports were obtained in 118 cases. 
Fifty-nine patients were dead or alive with recur- 
rence, while fifty-three were alive and well, twenty- 
seven having passed the first-year period. 

Complete mastectomy with axillary dissection 
was done in all of the 195 cases, excision of the 
thoracic portion of the pectoralis major muscle in 
186, excision of the pectoralis minor muscle in 
seventy-one, division of the pectoralis minor muscle 
with re-suture in fifty-four, and excision of a part of 
the sheath of the rectus abdominis in twenty-three. 
Plastic or sliding flaps were used in eight cases and 
skin grafting was done in five. 

The oblique ovoid incision or some modification 
of it was used in 114 cases, and the transverse 
ovoid incision of Stewart, which has been the 
incision of choice for the last six or seven years, was 
used in eighty-one cases. 

The length of the time the tumor had been 
observed was found to be of little help in the 
diagnosis. The same may be said of the absence of 
retraction of the nipples, adhesions to the super- 
ficial or deeper tissues, palpable axillary lymph 
nodes, pain and tenderness, and a history of trauma. 

The cases described as Paget’s disease were 
frankly malignant. Both cases were lost to the 
recall system. 

The one patient with sarcoma who was traced is 
well after nine years. 





























Postoperative X-ray treatment has been given as 
4 routine procedure for the past three or four years, 
but the time that has elapsed is still too short to 
warrant conclusions as to its value. The authors 
believe that in certain cases it will retard or prevent 
recurrence. When recurrence was actually present 
the X-ray and radium were unable to effect a cure. 

The histories of the 195 cases showed: retraction 
of the nipples in fifty-seven cases; ulcerated skin 
areas in sixteen; adhesion to the skin in ninety-four; 
adhesion to deep muscles in thirty-one; multiple 
nodules in nine (mostly advanced cases with second- 
ary nodules); palpable axillary nodes in seventy- 
seven; involvement of axillary nodes at the time of 
operation in 109; previous lactation in seventy; 
no previous lactation in sixty-eight; previous 
trauma in fifteen; and pain and tenderness in fifteen. 
Only one of the patients was a male. 

The pathologic examination showed: adenocar- 
cinoma in seventy-eight cases; scirrhous carcinoma 
in fifty-three; medullary carcinoma in fifty-eight; 
Paget’s disease in two; and sarcoma in four. 

Of the fifty-nine patients traced who died or have 
a recurrence, forty-eight had involvement of the 
axillary glands at the time of operation. Of the 
fifty-three patients now alive and well, seventeen 
had involvement of the axillary glands; ten of these 
are well more than five years after the operation. Of 
sixty-three patients without axillary involvement 
seventeen are well more than five years after the 
operation. 

Definite follow-up information regarding sixty- 
nine patients operated upon more than five years 
ago was as follows: 

Dead or alive with recurrence, 42; with axillary 
metastases at the time of operation, 33; without 
axillary metastases at the time of operation, 09. 

Alive and well, 27; with axillary metastases at 
the time of operation, 10; without axillary metas- 
tases at the time of operation, 17. 

Car R. StTEINKE, M.D. 


David, V. C.: Papillary Cystadenoma of the Male 
Breast. Ann. Surg., 1922, Ixxv, 652. 

The most characteristic symptom of a papillary 
cystadenoma, in addition to the slowly growing 
tumor under the nipple, is a discharge from the 
nipple. The latter, which is present in about 75 
per cent of the cases, is usually milky but may be 
bloody. 

Local surgical removal may be followed by 
recurrence. 

In view of the tendency to malignant degenera- 
tion shown by these tumors and their tendency to 
recur after local removal, it is generally believed 
that they should be treated by removal of the breast. 

The following case is reported: 

The patient was a man 82 years of age. Fifteen 
years previously he noticed a small lump under the 
left nipple and shortly afterward a milk-like dis- 
charge from the nipple. The latter persisted until 
the tumor and nipple were removed three years 
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later. About one year after the operation a small 
nodule developed at one side of the scar and grew 
slowly. Later two other nodules appeared near by 
and grew steadily for eleven years, finally becoming 
fused together and forming a three-knobbed tumor. 
This tumor was removed with all of the skin over it, 
the pectoralis major muscle, and the fascia. Four 
months later the patient was well and relieved of 
his discomfort. 

The pathologic diagnosis was recurrent papillary 
cystadenoma of the ducts of the breast. The article 
contains photographs of the patient and a section 
of the tumor. 

Eleven cases collected from the literature are re- 
ported briefly. Carv R. STEINKE, M.D. 


Cheatle, G. L.: Cancer of the Breast: Treatment of 
the Proemial Breast. Bri/. \/.J., 1922, i, 860. 

Cheatle draws attention to a potentially dangerous 
condition which he calls the “‘ proemial breast” and 
urges the removal of the breast in this state rather 
than later when there is evidence of disease for 
which surgical measures have proved unsatisfactory. 
This condition is worthy of recognition for two 
reasons: (1) it is in a state preceding further path- 
ologic changes of a highly important character 
mainly simple papilloma, malignant papilloma, and 
other forms of cancer—and (2) its clinical recogni- 
tion and adequate treatment occasionally enable 
the surgeon to recognize by microscopic examination 
the presence of one or more of these changes before 
any Clinical sign of their existence is obtainable by 
other means. Once established, the condition of 
proemial breast is permanent. 

In the earlier stages of this complaint there is 
continuous pain in the breast which is generally 
aching in character and not severe. The nodules of 
the breast are swollen, painful, and tender, or the 
whole gland is affected by the disturbance. There 
is an intermittent or continuous flow of serum from 
the nipple, but the discharge is small in amount. 

In the later stages of the complaint the pain dis- 
appears and cysts are formed. 

The author’s treatment of proemial breast is 
removal. He urges bringing the preventive treat- 
ment of cancer of the breast into line with the 
preventive treatment of cancer elsewhere in the 
body. Joun D. Extts, M.D. 





TRACHEA AND LUNGS 


Zeuch, L. H.: Subcutaneous Rupture of the 
Trachea. Illinois M.J., 1922, xli, 451. 

To fifty-two cases of subcutaneous rupture of 
the trachea collected from the literature the author 
adds the case of a boy ef 7 years who struck his neck 
against the pedal of a tricycle over which he stum- 
bled. Immediately after the accident an emphyse- 
matous swelling appeared in the neck and rapidly 
spread over the thorax, abdomen, and scrotum. In- 
creasing cyanosis and marked dyspnoea developed 
but there was no external sign of injury or hemor- 
rhage. 
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Four incisions made in the skin over the front and 
back of the thorax as an emergency measure re- 
leased air and decreased the cyanosis and dyspnoea. 
The patient having been placed under ether anes- 
thesia, the trachea was expesed through a thyroid- 
ectomy incision. It then showed an almost complete 
transverse rent between the second and _ third 
cartilages, only the posterior muscular coat remain- 
ing intact. Although the patient vomited and 
aspirated food into the trachea, the tear was closed 
completely by interrupted chromic catgut sutures 
extending around the contiguous tracheal rings. 
The wound was closed without drainage and healed 
by primary intention. Thesubcutaneousemphysema 
gradually subsided. Except for a slight cough last- 
ing two weeks, the patient made an uneventful 
recovery. 

In a study of the etiology of the reported cases, 
the damage to the trachea appeared to be out of pro- 
portion to the external strain, such as that due to 
throwing the head backward suddenly, straining dur- 
ing labor, coughing in bronchitis, and croup, and 
the expulsive efforts caused by the presence of a 
foreign body. Increased intratracheal pressure while 
holding the breath with the epiglottis closed seems 
to predispose the trachea to rupture from a light 
external shock. 

In the cases in which autopsy was performed the 
death was due chiefly to suffocation caused by the 
presence of air and blood in the mediastinum. 

Of twenty-nine patients treated by various 
palliative methods, such as the application of cold 
compresses, immobilization, etc., eighteen died 
and eleven recovered. Some of the latter suffered 
dyspnoea afterward. Of eleven patients subjected 
to tracheotomy, eight recovered. Two who had 
secondary abscesses incised also recovered. Of 
three patients treated by blood-letting with other 
palliative methods, two recovered. Recovery re- 
sulted also in four cases given radical operative 
treatment. Patients who received immediate at- 
tention had less subsequent dyspnoea. Twenty died 
within forty-eight hours. The total mortality was 
54 per cent. 

In conclusion the author states that the best 
results in subcutaneous rupture of the trachea are 
obtained by early diagnosis and radical treatment; 
that a blow over an inflated trachea may cause a 
serious injury which seems out of proportion to the 
force of the causative agent; that puncturing the 
emphysematous region is a valuable adjunct to the 
treatment, relieving cyanosis and dyspnoea until 
radical measures can be instituted; and that the 
complete closure of the wound without a gauze 
pack may be tried first. 

Watrer C. Burket, M.D. 
Yankauer, S.: Two Cases of Lung Tumor Treated 
Bronchoscopically. N. York M.J. & Med. Rec., 
1922, CXV, 741. 

In the first case reported the left main bronchus 

was occluded 2 in. from the bifurcation by a smooth 
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rounded mass which the author diagnosed as a 
fibroma. 

Under local anesthesia the growth was removed 
piecemeal with the use of biting forceps. After the 
patency of the bronchus was re-established the 
patient began to improve, and within six weeks was 
free of all symptoms. 

In the second case bronchoscopic examination 
revealed an intrabronchial mass which was granular 
in appearance and suggested malignancy. This case 
was treated by radium emanation placed by means 
of the bronchoscope, and the external application of 
a radium capsule. A symptomatic recovery followed 
and at the time this article was written (one month 
later) the patient appeared to be well. 

Rap B. Betrman, M.D. 


Von Thun: Tension Pneumothorax: with a Case 
of Pneumoperitoneum (Spannungspneumotho 
rax: mit einem Fall von Pneumoperitoneum). Ugesk. 
f. Leger, 1921, \xxxiii, 1130. 

Pneumothorax follows injuries to the thorax and 
lungs. Under certain conditions we have a tension 
pneumothorax in which the continually increasing 
pressure in one side of the thoracic cavity causes 
displacement and compression of the organs in the 
other side. 

The conditions under which a tension pneumo- 
thorax occurs are: 

1. The presence of a valve-like lesion of the 
lung. 

2. Expiration with a closed glottis (painful, 
groaning respiration). Under these circumstances 
air is pressed from the other lung through the 
trachea into the injured lung by the action of the 
muscles of expiration. 

3. The presence of a lesion of the thorax in addi- 
tion to a lesion of the lung, which makes the expira- 
tory power of the diseased side ineffective in com- 
parison with that of the healthy side. In other 
cases marked compression of the lung soon occurs 
and at the following inspiration a pressure com- 
pensation develops so that the valvular action 
ceases. 

4. A small lesion which does not permit the 
escape of air. 

The treatment consists in one or more punctures. 
Immediately after the insertion of the trocar the 
air escapes under strong pressure. Recurrences are 
rare. As soon as the air is let out, the valve closes, 
quickly becomes adherent, and ultimately becomes 
firmly attached. 

The signs of tension pneumothorax are a tym- 
panitic sound on percussion, a lagging behind of the 
involved side of the thorax in breathing, absence 
of the sounds of respiration, and displacement of 
organs. 

Sudden death due to compression of the heart and 
large vessels is not rare. 

The histories of three cases of tension pneumo- 
thorax and one case of pneumoperitoneum are given 
in detail. SAXINGER (Z). 























PHARYNX AND CSOPHAGUS 


Urrutia, L.: Diffuse Dilatation of the Hsophagus 
(Algunas consideraciones sobre la dilataci6n difusa 
del eséfago). Arch. espan. de enferm. d. apar. digest., 
1922, V, 159. 

In Urrutia’s opinion diffuse dilatation of the 
cesophagus must be regarded as a congenital mal- 
formation with progressive development which is 
manifested at a certain time because of the develop- 
ment of oesophagitis and secondary cardiospasm. 

A clinical recovery follows forced divulsion of the 
cardia. The author operated upon one case in this 
manner, making the divulsion after a previous gas- 
trostomy according to the Mikulicz technique. The 
result was excellent and to date has continued for two 
months. In Mikulicz’s hands the method has given 
excellent permanent end-results. Urrutia regards it 
as better than cardioplasty, resection of the cardia, 
cesophagogastrostomy, cesophagoplication, or vago- 
lysis. W. A. BRENNAN. 


Suter, A.: A Contribution to the Pathology and 
Treatment of Zenker’s Diverticulum (Beitrag 
zur Pathologie und Therapie des Zenkerschen Diver- 
tikels). Schweiz. med. Wchnschr., 1922, lii, 342. 

Suter gives a detailed report of a case of Zenker’s 
pulsion diverticulum of the cesophagus and discusses 
the pathologic anatomy and clinical findings of this 
condition. Two roentgenograms of his case are 
shown. 

Zenker’s pulsion diverticulum is a pouch in the 
posterior wall of the pharynx, immediately above 
the opening into the cesophagus. As the wall has 
no longitudinal muscle at this point and as the ring 
musculature diverges, the pouching can occur very 
readily, especially when spastic conditions at the 
mouth of the oesophagus occur as a result of hasty 
eating and the swallowing of large quantities of 
food at one time. The case reported shows very 
distinctly that, aside from the anatomical con- 
ditions, mechanical causes are also responsible. The 
patient, who habitually ate his meals hastily, 
developed a dysphagia which, though hidden by 
complications and therefore unrecognized for years, 
gradually assumed the character of a dysphagia due 
to a diverticulum. 

The most important of the various symptoms of 
Zenker’s diverticulum are discussed briefly. They 
include increased salivation, irritation exciting 
cough (often preceding the true dysphagia by years), 
the symptoms of stenosis, particularly the re- 
gurgitation of undigested food, swelling of the 
neck dependent upon the fullness of the cesophagus, 
gurgling sounds in the neck, and a local point of 
tenderness. 

The methods of examination to establish the 
diagnosis include sounding, roentgenoscopy, and 
cesophagoscopy. The sound meets resistance at a 
typical site (about 24 cm. behind the teeth). With 
a second sound introduced alongside of the first, the 
cesophagus can usually be penetrated. A roent- 
genoscopic examination with contrast media made in 
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the ventro-dorsal and oblique directions after evac- 
uation of the diverticulum shows a hemispherical 
shadow sharply outlined below at the level of the 
jugulum without any process formation. (Eso- 
phagoscopy, which is always unpleasant and not 
always possible in the cases of older persons with a 
less elastic vertebral column, allows direct visuali- 
zation and reveals also secondary changes such as 
ulcer formation. 

A frequent complication of this condition is sup- 
purative bronchitis. Often there is periodic aggra- 
vation of the pulmonary disease, due apparently to 
the penetration of the contents of the diverticulum 
into the air passages during deep sleep. 

In the early stages the development of the di- 
verticulum can be prevented by care in eating, but 
later operation is indicated. In the author’s case 
the diverticulum was exposed under conduction 
anesthesia, tied off like a hernial sac, extirpated, and 
the wound closed with an invagination suture. 
Primary healing resulted. Special care must be 
given in the after-treatment. The author prefers a 
one-stage operation. HOFFMANN (Z). 


Seifert, E.: Extra-@sophageal Foreign Bodies 
(Ueber extraoesophageale Fremdkoerper). Zischr. f. 
Laryngol., Rhinel., 1922, xi, 46. 


The diagnosis of extra-cesophageal foreign bodies 
is discussed first. This is based on a history of 
the swallowing of a foreign body, difficulties in 
deglutition, possibly haemorrhage and fever with 
signs of inflammation in the peri-cesophageal tissue, 
and possibly emphysema, and symptoms in other 
organs difficult to interpret. The cesophagoscope 
vields entirely negative findings or reveals the site 
of the penetration as a fresh, granulating, or healed 
wound. 

Operation should be performed —especially if the 
site of the foreign body is in the cervical portion of 
the cesophagus—when slight fever, difficulties in 
deglutition, and circumscribed pain on pressure are 
present, even though the X-ray findings may be 
negative. 

To the six cases already reported in the literature 
the author adds a seventh which was cured by opera- 
tion. The patient was a woman 52 years of age who 
swallowed a piece of bone. On admission to the 
hospital three days later she had difficulty in de- 
glutition, attacks of coughing, hoarseness, and ten- 
derness on the left side of the throat at the level 
of the lower margin of the larynx. There was no 
fever and no external swelling. Examination with 
the cesophagoscope revealed only a small, fresh 
wound below the narrowing of the cricoid cartilage 
on the left side. External cesophagotomy performed 
on the following day revealed nothing in the opened 
cesophagus, but a piece of bone 6 cm. long and % 
cm. wide was removed from the loose connective 
tissue behind the oesophagus on the left side. At 
the end of four weeks there was complete healing 
and no difficulty in swallowing. Kocu (Z). 
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MISCELLANEOUS 


Bernou, A.: Therapeutic Oleothorax (L’oléo. thorax 
thérapeutique). Bull. Acad. de méd., Par., 1922, 
Ixxxvii, 457. 


By ‘“oleothorax’’ the author means massive 
intrapleural injections of oil. He has used this 
method with good results in the treatment of pul- 
monary perforation complicating artificial pneumo- 
thorax. It has been employed also in purulent 
tuberculous pleurisy. The greater part of the 
diseased serosa being thus given a continuous anti- 
septic bath, the tuberculous pyothorax rapidly sub- 
sides. The pus must be almost completely with- 
drawn, the oil must bathe the greatest possible 
surface of the pleura, the oil percentage of the in- 
jection must be high, and the bath must be main- 
tained sufficiently long. 

In one of the cases mentioned Bernou evacuated 
1,000, 600, and 300 c.cm. of pus on three successive 
days and replaced it by massive injections of 4 to 7 
per cent gomenol. The final injection was 125 c.cm. 
of 10 per cent gomenol. The oil is absorbed more or 
less rapidly. The gomenol percentage is the higher the 
smaller the quantity of the injection, being 5 per 
cent in injections of from 400 to 690 c.cm. but 10 
per cent in injections of from 59 to 300 c.cm. The 
injected oil must of course be sterile. 

W. A. BRENNAN. 


Cooley, T. B.: An Unusual Case of Mediastinal 
Tumor. Arch. Pediat., 1922, xxxix, 308. 

A 7-year old boy with a mediastinal tumor 
suffered a sudden and severe attack of dyspnoea 
during the night. Three years before he had been 
in the hospital for a few days with an attack of 
“bronchitis.” His family history was negative. 
He was of medium size, pale, and rather thin. 
Respiration was somewhat rapid and labored, with 
frequent coughing. The upper left chest seemed 
fuller than the right, and presented a plexus of en- 
larged and congested superficial veins. Measure 
ment showed the left side at the axillary level to 
be 14 cm. greater in circumference than the right. 
No cardiac impulse was visible. Examination was 
negative except that one pea-sized node was found 
in each axilla. 

Percussion of the chest revealed an area of pro- 
nounced dullness extending from just outside the 
left nipple line nearly to the nipple line on the right, 
with fairly straight borders and reaching from the 
level of the clavicles to the diaphragm. Its greatest 
transverse diameter was 12 cm. On auscultation 
the breath sounds were greatly diminished. 

X-ray examination of the chest showed an area 
of pronounced density corresponding very closely 
with that outlined by percussion. The mass seemed 
to fill more than half the thorax and had sharp 
borders which seemed slightly scalloped. The 
blood examination showed hemoglobin 80 per cent; 
red blood cells 4,200,000; white blood cells, 11,680; 
polymorphonuclears, 62 per cent; large lymphocytes, 
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6 per cent; and small lymphocytes, 32 per cent. 
The blood Wassermann was negative. One of thi 
axillary nodes, removed later, showed nothing 
characteristic histologically. 

On each of two nights following the patient's 
admission to the hospital he suffered a severe attack 
of dyspnoea, the second of which was nearly fatal. 
Because of these, it was decided to resort to in 
tensive X-ray treatment without further study. 
Fluoroscopic examination at the time of the first 
treatment revealed a walnut-sized mass in the 
epigastrium, near the median line, which was be- 
lieved to be a gland. There were no further attacks 
of asphyxia after the first treatment. After three 
treatments a roentgenogram showed the area of 
density to be about 5 cm. narrower and distinctl\ 
less dense. The findings by percussion agreed with 
this. Breath sounds were better heard and the 
heart sounds distinct where they had been ob 
literated. 

At the end of three months the boy had gained 
7 lbs. and had good color and abundant energy. 
His white count had fallen to 8,000, the two sides 
of his chest had become equal, and the roentgen 
findings were practically normal. The distended 
veins of the left side of the chest disappeared dur- 
ing his stay in the hospital. 

The author believes this case to be one of Hodg 
kin’s disease or lymphosarcoma on account of the 
size and rapid development of the tumor in a child 
otherwise healthy and because of the variation in 
the density of the shadow. H. W. Frvx, M.D. 


Van Dongen, J. A.: Congenital False Diaphrag- 
matic Hernia on the Left Side (Hernia diaphrag- 
matica congenita spuria sinistra). Nederl. Tijdschr. 
v.Geneesk., 1922, Ixvi, 582. 

A 38-year-old woman who had had two premature 
deliveries and was pregnant for the fourth time gave 
birth to a full-term child by normal delivery. The 
infant drew one breath after birth, cried faintly, 
and at once became dark blue. Artificial respira- 
tion, Schultz’s swing, and other measures had no 
influence on the condition, the child dying imme- 
diately after it was born. 

At autopsy the stomach, the colon, and several 
loops of small intestine were found in the left tho- 
racic cavity. During artificial respiration the beating 
of the heart had been felt on the right side but not 
on the left side, and dextrocardia had been as- 
sumed erroneously. The heart and the left lung 
had been pushed completely over to the right side. 
It was evident that the right lung had breathed a 
little as a piece of it floated in water. The left 
lung was completely atelectatic. 

Congenital and acquired diaphragmatic herni« 
are more frequent on the left side than on the right 
side, probably because the pleuroperitoneal fora- 
men, protected by the liver on the right side, can 
close better on that side than on the left where it 
can be easily disturbed by the stomach and intes- 
tines. True and false diaphragmatic hernia must be 



































GENERAL 


differentiated. In the latter the hernial sac, formed 
from the pleura and peritoneum, is absent and the 
condition is in reality a prolapse of the abdominal 
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organs into the thoracic cavity. The false form is 
six to eight times as common as the true form. 
Trimm (Z). 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Holloway, J. K.: Lateral Ventral Hernia. Anu. 


Surg., 1922, lxxv, 677. 

Excluding umbilical, lumbar, and postoperative 
or traumatic types of hernia, we may define spon- 
taneous ventral hernia as a hernia which appears 
at an abnormal opening in the abdominal wall 
without explicable reason, and usually presenting 
in or near the linea alba or the semilunar line of 
Spiegel. Crushes, blows, and falls on the abdomen 
are evidently to be considered as causative factors. 
In such cases the trauma sustained may obscure the 
spontaneous origin of a pre-existing hernia or sac. 

Hernia in the line of Spiegel are usually single 
but may be multiple. The patient may have been 
aware of the presence of an inconstant tumor mass 
in his side. 

Sometimes the hernia may be seen or felt. The 
interstitial type presents more difficulties in the 
diagnosis. At times there is no protrusion or de- 
pression. In a fat person the hernia may be entirely 
hidden in subcutaneous fatty tissue. 

Lateral ventral hernie may be present for an in- 
definite time unobserved and entirely without symp- 
toms. The patient may be aware of the presence 
of a disappearing painful tumor, but usually does 
not understand its significance. He comes to the 
surgeon because he associates the tumor with a cer- 
tain amount of abdominal pain, burning, or tearing 
which hinders his work. Usually the tumor disap- 
pears when he lies down. 

Palpation may reveal merely a painful spot. 
Sometimes a tumor mass may be felt which upon 
pressure reduces with an audible gurgle. In other 
cases the finger may locate an orifice. If the pa- 
tient leans forward the tumor may appear. Any- 
thing which increases the intra-abdominal pres- 
sure may cause the hernia to protrude. Often, how- 
ever, all efforts fail and a presumptive diagnosis is 
made only upon the subjective symptoms. 

These hernia are especially liable to incarcera- 
tion or strangulation. The extremely distensible 
sac with a very narrow neck and orifice favors such 
a complication. Gangrene rapidly follows. 

Operation consists in freely exposing and com- 
pletely excising the sac and obliterating its orifice. 
The overlying structures are then to be closed in 
layers without necessarily overlapping the fascial or 
muscle plates. 

In cases where the location of the hernia is in- 
definite we may accept the patient’s idea of the 
location as a key to the situation and make our 
incision accordingly, though some operators prefer 


to make a median laparotomy incision and search 
for the hernia from within, especially when it is 
concealed by a pendulous or obese abdomen or thick 
muscle walls. I. W. Bacu, M.D. 


Watson, L. F.: The Importance of Early Operation 
in Congenital Umbilical Hernia. Boston M. & 
S. J., 1922, clxxxvi, 875. 

In cases of small congenital umbilical hernia the 
outlook is fairly good if the condition is recognized 
early and operation is undertaken while the sac 
is still moist and before the hernia has been in- 
creased in size by the taking of fluid into the stom- 
ach. Unless the hernia can be reduced and the open- 
ing closed by operation, the prognosis is very grave. 
Resection of viscera and incomplete closure of the 
defect are usually followed by death. Operations 
performed during the first few hours after birth give 
the best results but the mortality in such cases is 
about 20 per cent. 

Cases of large hernia in which the viscera are 
irreducible and there is no chance of closing the 
opening are inoperable. 

The two methods of operation are the extra- 
peritoneal and the intraperitoneal. 

The extraperitoneal operation is the procedure 
most frequently used because it causes the least 
shock and its mortality is lowest. The amnion and 
Wharton’s jelly are separated from the underlying 
peritoneal layer of the sac without opening the 
abdominal cavity. The edges of the hernial opening 
are freshened on both sides, the sac is folded over 
and sewed in place, and the muscle and skin edges 
are brought together over it with strong sutures. 
The tendency of the wound to pull apart is lessened 
by the application of firm adhesive straps around the 
body. 

The intraperitoneal operation is used when it is 
necessary to open the abdomen to examine the 
viscera or to deal with peritonitis. If reduction of 
the liver is difficult it can be facilitated by incising 
the linea alba to widen the opening and dividing 
the round ligament of the liver. 

Cari R. STEINKE, M.D. 


Maidagan, J. M.: Lumbar Hernia (Hernia lumbar). 
Rev. méd. d. Rosario, 1922, xii, 14. 

Maid4gan’s case of lumbar hernia was that of a 
girl of 13 years. The abnormality first appeared 
as a small curved projection when the patient was 
2 years old. A few years later she was treated in a 
hospital for a bone abscess beneath and to the left 
of the site of incurvation. At a later examination a 
lumbo-iliac tumor the size of a small orange was 
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found. A diagnosis of lumbar hernia was made and 
treatment by bandage recommended. In spite of 
this treatment the tumor increased in size. Opera- 
tion revealed the hernia two finger-breadths below 
the iliac crest. It was easily dissected and the sac 
isolated. The sac contained loops of small intestine 
and the lower pole of the left kidney. 

Following reduction of its contents the sac was 
ligated and resected and the hernial ring formed by 
the deep aponeurosis was sutured. The bone ab- 
scess had caused degeneration and atrophy of the 
surrounding muscles. The hernia had its origin in 
the triangle of Grynfelt. The child made an ex- 
cellent recovery. W. A. BRENNAN. 


Summers, J. E.: Sciatic Hernia. Ann. Surg., 1922, 
Ixxv, 672. 

The etiology of ischiatic hernia is obscure. The 
condition occurs twice as frequently in the female as 
in the male, probably because the ischiatic notch in 
the female is slightly larger and the sacro-sciatic 
ligament is longer and more lax. It occurs also more 
frequently on the right side than on the left. 

In the male these herniz are congenital or ac 
quired, but in the female are always acquired and 
as a rule are caused by the pressure and trauma of 
labor. The hernia may contain intestine and omen- 
tum and any viscus or organ sufficiently movable to 
pass out of the pelvic cavity. It may be large, or 
so small that it is not perceptible to sight. 

In the literature Summers has been able to find 
the records of only about twenty-five cases of 
ischiatic hernia. None was reported by an Amer- 
ican surgeon. Summers believes that unless there 
are symptoms of strangulation, the hernia should be 
left alone. When interference is warranted by its 
size, an attempt may be made to close the opening 
from without. Lejars emphasizes the importance of 
performing the operation in an excellent light be- 
cause of the depth of the hernial ring and the 
necessity of avoiding the large blood vessels. The 
author describes the technique of the operation in 
detail and reports the case of a man aged 35 years. 

The article is well illustrated. 

E. C. RopitsHex, M.D 


Stoppato, U.: Small Interrenal Accessory Rests in 
a Hernial Sac (Corpicciulo interrenale accessorio 
in rapporto con un sacco erniario). Arch. ital. di 
chir., 1922, V, 253. 

In the sac of a strangulated inguinal hernia on the 
right side associated with inguinal retention of the 
testicle in a boy aged 3 years the author found a so- 
called accessory suprarenal capsule. The term 
“accessory suprarenal capsule” he believes is in- 
correct in the majority of cases as the small bodies 
consist entirely of cortico-suprarenal substance and 
therefore should be called ‘accessory interrenal 
rests’’ and must be distinguished from true accessory 
suprarenal and pheochrome (chromaffin) bodies. 

In the author’s case the interrenal corpuscle was 
about the size of a lentil and adherent to the group 
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of veins of the spermatic cord at about a centimete: 
from the upper pole of the testicle. Usually such 
bodies are much smaller, being discernible only with 
the microscope. As a rule they occur in the genital 
tract. 

According to Poll, isolated interrenal bodies ma‘ 
be classified into three groups: those of the supra- 
renal and renal region; those arising in the retro 
peritoneal space; and those of the genital tract. 
Besides the author’s case, interrenal corpuscles wer 
found along the spermatic cord only in the cases of 
Lockwood, Saint, and MacLennan. MacLennan 
found them seven times in 700 radical operations 
for hernia. They were included in the walls of th« 
hernial sac, in the vicinity of, but not adherent to, 
the cord. 

These corpuscles originate from apparently 
isolated embryonic mesodermal remnants. Their 
lack of medullary elements indicates their primary 
origin and explains their greater frequency in the 
genital tract as compared with true accessory 
suprarenals. The cortex of the suprarenal capsule is 
of mesodermic origin while the medullary part is of 
ectodermic origin. W. A. BRENNAN. 


Spackman, J. G.: Retroperitoneal Cysts: With 
Report of a Case. Hahneman. Month., 1922, \vii, 
350. 

In 1913 Jacquot and Fairisse were able to collect 
from the literature only thirteen cases of isolated 
peritoneal cysts. Roth first pointed out that these 
cysts are embryonic in origin, arising from unused 
portions of the mesonephros or wolffian body. All 
previously reported cases have presented one or 
more parts of the wolffian body—glomeruli, ciliated 
columnar, or cuboidal epithelium. The dilated duct 
shows columnar epithelium lining a wall of fibrous 
connective tissue. The presence of glomeruli and 
tubules depends upon the failure of these structures 
to atrophy. 

The cysts may be unilocular or multilocular. 
Their contents vary from a thick, viscid, jelly-like 
substance to a clear watery fluid. They may be 
opaque or chocolate colored. The growth may form 
between the layers of the mesentery, in the meso- 
colon, or in the region of, or slightiy attached to, 
the kidney or pancreas, with the colon on its outer 
or inner side. Malignant degeneration may occur 
The cyst may rupture into the general peritonea: 
cavity, causing peritonitis or peritoneal metastasis. 
No cases with dermoid characteristics have been 
reported although such might arise from the poste- 
rior portion of the wolffian duct which originates 
from ectoderm and mesoderm. 

The patients present themselves because of an 
abdominal tumor the svmptoms of which vary with 
its size. 

The author reports the case of a 50-year-old 
woman with a history of severe lumbar backache 
extending over two years, a dull dragging pain in the 
lower right abdomen, and easily acquired fatigue 
which she attributed to overweight (270 lbs.). The 





























tumor extended from 4 cm. below the right costal 
margin to 10 cm. above the pelvic brim, and in its 
greatest diameter reached the midline at the level 
of the umbilicus. It was not movable with res- 
piration or on manipulation. The percussion note 
was unchanged. The space between the last rib 
and the iliac crest was normal on both sides. The 
urine and blood examinations were normal. 

At operation the cyst was approached through 
a right rectus incision and the posterior parietal 
peritoneum outside of the ascending colon which was 
pushed toward the midline. The cyst extended 
from beneath the liver to the pelvic brim. About 
2,300 c.cm. of fluid were aspirated through a large 
trocar and half as much escaped through a large 
tear around the trocar. Because of the patient’s 
condition, only the lower half of the cyst wall was 
dissected out and excised at the first operation. In 
the closure of the wound the remaining cyst wall was 
stitched to the upper end of the incision, packed, 
and drained. There was a copious discharge of 
semipurulent material. Seven days later the in 
cision was enlarged upward and the rest of the cyst 
wall was excised. There was a large vein on the 
inner surface of the cyst. but no connection with the 
kidney or pancreas. The kidney was of normal 
size. The patient made a satisfactory recovery. 

The cyst fluid was semipurulent, yellow-white, 
odorless, and sterile on culture. The cyst wall 
measured 25 by 14 cm. and varied in thickness from 
a few millimeters to 1.5 cm. Microscopically it 
consisted of dense fibrous connective tissue with 
lymphoid infiltration. The lymphoid areas were 
glandular in appearance and lined with epithelium. 
In arrangement the spaces lined with epithelium 
somewhat resembled kidney tubules. 

The author states that in the diagnosis of an 
abdominal tumor of uncertain origin a retroperi- 
toneal cyst should be considered. The treatment is 
early complete transperitoneal excision with careful 
protection of the peritoneal cavity. 

Wa ter C. Burkert, M.D. 


GASTRO-INTESTINAL TRACT 


Wollstein, M.: The Healing of Hypertrophic 
Pyloric Stenosis After the Fredet-Rammstedt 
Operation. Am. J. Dis. Child., 1922, xxiii, 511. 


The author studied the gross and microscopic 
changes in stomachs with hypertrophic pyloric 
stenosis obtained at autopsy cn twenty-five infants 
ranging in age from 4 weeks to 2 years. Two of the 
children had died before operation and the remain- 
der from twenty-four hours to two years after 
operation. 

When observed before or soon after operation 
the stomachs were dilated often to twice the size 
of the normal stomach at the same age, were 
usually empty of food, and always contained a 
large amount of mucus with a thick plug in the 
pyloric opening. The pylorus was abnormally thick, 
hard, and increased in length. The pyloric thicken- 








GENERAL SURGERY—SURGERY OF THE ABDOMEN 281 


ing was due to increased width of the circular muscle 
coat, which measured 3 to 7 mm. as compared with 
a normal thickness of 0.5 to 2.5 mm. The cardiac 
end of the stomach was always normal, although 
eccasionally the pyloric half of the stomach was 
slightly thicker. 

Microscopic examination showed that the changes 
were restricted to the circular muscle and sub- 
mucosa. The submucosa was often oedematous. 
The circular muscle was from two to three times 
thicker than normal because of a hyperplasia of the 
unstriped muscle cells of the circular coat. There 
was no increase in the connective tissue. 

Healing after the Fredet-Rammstedt operation 
occurred through the connective-tissue cells of the 
serosa and submucosa. The unstriped muscle cells 
took no part in the process. Within nine days the 
wound in the pylorus was healed by a thin layer 
of connective-tissue cells. The pylorus became 
relaxed within two weeks. The stomach had re 
turned to its normal size within a month, and the 
gap between the cut ends of the muscle coat had 
practically disappeared in six weeks because of 
contracture of the connective-tissue scar. At the 
end of two years only a thin line of connective-tissue 
fibers separated these two muscle ends, and the 
stomacn was quite normal. 

The author compares the results of the Fredet- 
Rammstedt operation, which cures the pyloric lesion, 
with those of the operation of gastro-enterostomy, 
which leaves the pylorus unchanged. 

Water C. Burket, M.D. 


Urrutia, L.: The Operative Treatment of Gastric 
and Duodenal Ulcer (Contribucién al estudio del 
tratamiento operatorio de la ulcera gastrica y duo- 
denal). Rev. de med. y cirug. de la Habana, 1922. 
XXVIII, 201. 

Urrutia’s conclusions are based on 400 cases of 
gastric or duodenal ulcer operated upon since 1914. 
He believes that an active ulcer, whatever its situa- 
tion, should be treated by gastropylorectomy with 
end-to-end gastroduodenostomy or gastro-enteros- 
tomy. Simple gastrojejunal anastomosis should 
be done only when the patient’s general condition 
contra-indicates the radical operation or the latter 
is impossible because of technical difficulties. Un- 
der such circumstances a secondary gastrectomy will 
be necessary. Thermo-destruction is applicable only 
to a few cases of small ulcer near the cardia and 
should be supplemented by gastro-enterostomy. 

The danger of gastrectomy Urrutia believes has 
been exaggerated. If the technique is correct and 
the operation is done under general instead of spinal 
or splanchnic anesthesia its immediate mortality is 
not high and even though it may be higher than 
that of gastro-enterostomy its end-results fully 
justify its use. 

The mortality in the 180 cases of gastro-enter- 
ostomy in the author’s series of cases was 6.6 per 
cent. In thirty-eight cases pyloric exclusion was 
done, but the mortality of even simple gastro-enter- 
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ostomy was over 5 per cent. The author reserves 
this operation principally for cases in which the 
patient’s condition contra-indicates the radical 
operation as he believes it favors the development of 
secondary jejunal ulcer more frequently than is 
generally believed. This complication occurred in 
5 per cent of the cases. In spite of its higher mortal- 
ity, extensive pyloro-gastrectomy is the operative 
method of choice. In 1919 the mortality in the 
author’s cases was 6.6 per cent but in his last 
twenty-five cases there were no deaths. Contrary 
to the practice of English and American surgeons, 
the appendix is not systematically extirpated during 
an operation for ulcer. Appendectomy was necessary 
in only ro per cent of the cases. 

A posterior antiperistaltic gastro-enterostomy is 
usually done either vertically or obliquely. 

Nineteen cases of acute perforation were treated. 
In five, the perforation was in the stomach, in thirteen 
in the duodenum, and in one in the jejunum. The 
mortality was 15.7 per cent. Urrutia believes 
that operation should be restricted to suturing of 
the perforation and cleansing and drainage of the 
abdominal cavity. A gastro-enterostomy may be 
done later if indicated. In some cases in which an 
immediate gastro-enterostomy was performed it 
was injurious. Gastro-enterostomy is advisable 
only when it is feared that closure of the perforation 
may considerably constrict the pylorus. 

In ninety-eight cases of pyloro-gastrectomy 
subsequently studied chemically free hydrochloric 
acid was present in only eleven. A jejunal ulcer was 
found only once after gastrectomy, whereas in the 
series of 180 cases of gastro-enterostomy it occurred 
eight times. In Urrutia’s opinion jejunal ulcer 
should be treated radically by resection of the 
anastomosis with the ulcer and extensive gastrec- 
tomy. 

A jejunocolic fistula was found in eight cases. 
In seven the operation consisted in separation of the 
loops, separate suturing of each aperture, and a 
colocolostomy to overcome the stenosis of the 
transverse colon. ‘Three of these patients died 
after the operation, and in the others the condition 
recurred. W. A. BRENNAN. 


Kotzareff, A.: The Surgical Treatment of Per- 
forated Gastroduodenal Ulcers (Perforation 
des ulcéres gastro-duodenaux et leur traitement 
chirurgical). Lyon chirurg., 1922, xix, 158. 

Kotzareff favors deferring gastro-enterostomy in 
cases in which, after suture of the perforation, 
complications such as intoxication, stasis, etc. arise 
because of the operative stricture. The danger of 
immediate gastro-enterostomy lies in the fact that 
the infection present in the abdominal cavity, the 
area of perforation, and the patient’s mouth may 
cause the development of a second gastric ulcer in 
the operative lesions. 

Kotzareff accepts the view that stomatitis, if not 
the only cause, is at least one of the factors respon- 
sible for the chronicity of round ulcer of the stomach. 
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Following the injection into the abdominal cavity 
of guinea pigs of cultures obtained from cases of 
mouth infection the animals developed peritonitis 
which caused death two or three days later. When 
2 or 3 c.cm. of sterile olive oil containing 2 or 3 mc. 
of radium emanation were injected the day following 
the injection of the cultures the animals did not dic. 
Radium emanation in olive oil is therefore bacteri 
cidal. The author suggests that it might be intro 
duced into the stomach or painted on the area of 
perforation in clinical cases, and that gargling 
with radio-active water following operation might be 
beneficial. In this manner the abdominal cavity 
and the orifice of the ulcer could be disinfected, the 
infection in the mouth destroyed, and secondary 
ulcer prevented. W. A. BRENNAN. 


Lorenz, H., and Schur, H.: Our Experiences Con- 
cerning the Value of Antrum Resection in the 
Treatment of Peptic Ulcer (Unsere Erfahrungen 
ueber den Wert der Antrumresektion bei der 
Behandlung des Ulcus pepticum). Arch. f. lin. 
Chir., 1922, Cxix, 239. 


Of 208 patients subjected to antrum resection it 
was possible to carry out on fifty-five a complete 
subsequent examination consisting of a clinical ex- 
amination, analysis of the stomach contents after a 
test meal, and X-ray examination. It was found 
that in a relatively large number the X-ray revealed 
rather large portions of antrum remaining although 
in each case the intention had been to resect it as 
completely as possible. The gastric acidity de- 
pended upon the size of the antrum remnant. Re- 
section of about one-third of the stomach was nearly 
always sufficient to bring about a reduction of at 
least one-fifth in the acidity. In forty-five cases 
with no antrum there had been no recurrence of 
the symptoms of ulcer since the operation. 

Simple retrocolic gastro-enterostomy with a short 
loop was the method chosen. In view of the rapid- 
ity with which this effect takes place it is not prob- 
able that the ulcer has become healed. The effect 
of antrum resection is immediate cure by means of 
resection of the ulcer, physiological cure or the pre- 
vention of recurrence through a decrease in the 
acidity, and further relief through rapid emptying 
of the stomach. Bone (Z). 
Van Hook, W.: 


of Gastric Ulcer Surgery. 
cxv, 678. 


The Problems and the Progress 
N. York M. J., 1922, 


It is evident that in the operative treatment of 
gastric ulcer occlusion of the pylorus is an unneces- 
sary complication of gastrojejunostomy, and that in 
ulcer of the body of the stomach gastrojejunostomy 
is preferable to excision. 

A large number of articles are quoted from Amer- 
ican and foreign literature, some with very divergent 
views. The procedures recommended include the 
Billroth I and Billroth II operations, gastro-enteros- 
tomy with and without occlusion of the pylorus, 
excision of the ulcer, and resection of the part of the 























stomach including the ulcer followed by gastro- 
jejunostomy. The author draws the following con- 
clusions: 

1. Intelligent patients should be told that second- 
ary operations must sometimes be done in order to 
give them the best chance for recovery under the 
least radical methods of intervention. 

2. Gastro-enterostomy has its recognized place 
in cases of ulcer near the pylorus with symptoms of 
obstruction, especially if the patient is well cared for 
afterward. 

3. Partial pylorogastrectomy after the Billroth I 
method has its place in the treatment of callous 
ulcers, multiple ulcers, ulcers remote from the py- 
lorus, and cases complicated by perforation and 
penetration of the neighboring organs. 

4. In the great number of ulcer cases not falling 
within these classes gastro-enterostomy should be 
regarded as properly fulfilling the surgical indica- 
tions, although it must be admitted that failure to 
secure complete relief may be followed by the neces- 
sity for more radical intervention, i.e., extensive re- 
section by the Billroth I method. 

5. If such rather generous and conservative sug- 
gestions as to indications are followed, the surgeon 
of moderate technical ability will not find himself 
obliged to perform operations beyond his ability, 
and in the minority of cases in which little benefit 
has resulted the more extensive operation may be 
performed under chosen and favorable conditions. 

I. E. Bisoxow, M.D. 


Wilensky, A. O.: 
Gastrojejunal and Jejunal Ulcer. \V. 
M.J., 1922, cxv, 668. 


The Cause and Prevention of 
Vork 


The number of postoperative gastrojejunal and 
jejunal ulcers reported is growing. The problem as 
to their cause is important and very baffling. 

The dominant factors which precede the secondary 
ulcerations are: (1) an operation, and (2) a pre- 
existing gastr or duodenal ulcer. 

Various factors in the operative technique have 
been suggested as causes, viz., the position of the 
stoma, the use of clamps, the use of non-absorbable 
suture material, marginal necrosis, injury of tissues, 
etc. If these were of importance, however, the inci- 
dence of ulcer would be much greater. 

The fact that an ulcer of the stomach or duodenum 
is associated with hyperacidity and changes in motil- 
ity suggests that the latter conditions are the causes 
of secondary ulcer also, but it is believed today that 
the changes in chemistry and motor function are 
secondary to the ulcer rather than its cause. More- 
over, the decrease in acidity immediately after gas- 
tro-enterostomy excludes the possibility that the 
changes in physiology are essential to the persistence 
of an unhealed defect. 

The author has observed that secondary ulcer 
occurs only in those cases of gastro-enterostomy in 
which there was a pre-existing ulcer in the stomach 
or duodenum. This fact has led him to the conclu- 
sion that the same causes which produced the primary 
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ulcer are responsible for the secondary ulcer. As 
secondary ulcers occur only after gastro-enterostomy, 
some other operation, such as a pyloroplasty, the 
Billroth I resection of the stomach, or sleeve re- 
section of the ulcer in the midgastric region, should 
be performed instead, if possible. 

I. E. Bisnxow, M.D. 


Wilkie, D. P. D.: Acute Intestinal Obstruction. 
Lancet, 1922, ccii, 1135. 

The subject of intestinal obstruction is one which 
illustrates the value to the surgeon of training in 
pathology. The cause of death in this condition has 
held the attention of laboratory workers for many 
years. The death rate of many acute abdominal 
maladies has fallen by over 50 per cent during the 
past fifteen years, but that of intestinal obstruction 
is still nearly 50 per cent. 

Three types of obstruction are: (1) simple ob- 
struction of the intestinal lumen such as that due to 
a gall-stone, a band, or stenosis; (2) isolated closed 
obstruction of a segment of gut without interference 
with its blood supply, such as acute obstruction of 
the appendix; and (3) obstruction of the lumen plus 
interference with the blood supply of a segment of 
gut, as in the various forms of strangulation. 

The author found in experiments that the most 
rapidly fatal form of strangulation is that in which 
the venous return is interfered with while the arterial 
supply is not arrested completely. The animals died 
within a few hours after strangulation and without 
recognizable peritoneal infection. These experi- 
ments showed that shock, not toxemia, is the cause 
of early death, and emphasized the importance of 
early operation and the use of morphia freely, sub- 
cutaneous injections of saline solution, and gas- 
oxygen anesthesia. 

Experiments have shown also that closure of a 
loop of duodenum will cause severe symptoms of 
toxemia even when the continuity of the intestinal 
tract is preserved by gastro-enterostomy. Also 
that if the ends of the loop are left open toxemia 
does not result although the ends seal themselves off. 
Most observers claim that the intoxication is due 
to the products of the split proteoses, and that if the 
duodenum is joined to the jejunum the animal will 
survive until the distended loop ruptures. 

In experiments on the ileum the author found 
that in loops of intestine the toxemia increased in 
proportion to the amount of putrefactive material 
present. Cases of obstructive appendicitis are more 
serious than those of the acute inflammatory type. 

The danger in simple obstructions is less the lower 
the situation of the obstruction in the intestine. 
The rapid course in high obstruction is due partly 
to the loss of fluid by vomiting. This loss can be 
partly compensated for by the subcutaneous ad- 
ministration of saline solution, and distention can 
be prevented by the use of the stomach tube. 

In high intestinal obstruction a toxin of the nature 
of a proteose is absorbed. What may be called the 
‘poisonous proteose level” is the region before the 
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proteoses are broken up by the erepsin of the in- 
testinal juices. 

The author’s experiments show further that the 
toxic substances above an obstruction will not be 
absorbed by the sound gut if evacuation is not too 
long delayed and if there is no break in the surface 
of the intestine. 

Obstructed material is not extremely toxic unless 
the tension is marked or the lesion is high up in the 
intestine, but its infectivity is always great. There- 
fore the practice of removing the obstructed con- 
tents is of doubtful necessity and incurs risk. 

In the author’s practice he does not drain the 
obstruction except in late cases with involvement of 
the poisonous proteose level and cases of high 
obstruction. It is sufficient to milk the poisonous 
contents down into the sound gut where it is to pass 
off. In this, pituitrin injections and enemata may 
be of aid. 

Death in cases of peritonitis may be due to acute 
obstruction caused by a newly formed band. Such 
obstructions may be relieved by simply draining the 
first loop of intestine presenting and pouring into 
the peritoneal cavity an oily substance to prevent 
immediate re-adhesion. In obstruction due to a 
tumor in the colon a cacostomy is the best treatment. 

Marcus Hosart, M.D. 


Cignozzi, O.: Intestinal Occlusion Due to Kinking 
of the Small Intestine Caused by Membranous 
Pericolitis Due to a Pedunculated Fibrinous 
Body (Occlusione intestinale per inginocchiamento 
del tenue da pericolite membranosa con corpo 
fibrinoso pedunculato). Policlin., Rome, 1922, xxix, 
sez. chir., 245. 

The case reported by Cignozzi gives him the 
opportunity to discuss the various types of mem- 
brane which may cause stricture of the small intes- 
tine and also the various theories regarding their 
origin. Of the latter Cignozzi regards as rational 
only those ascribing them to embryonic factors and 
inflammation. 

To the embryonic type of pericolic membrane 
belongs the true Jackson membrane. Both the 
symptoms and the operative findings indicate its 
congenital origin. 

The membranes due to inflammation may also 
cause obstruction of the fecal current and their 
inflammatory nature is clearly evident at opera- 
tion. These are membrane formations arising from 
the appendix, cecum, and other parts and are very 
different from the Jackson type of membrane. 

There are other types of membrane the true nature 
of which it is difficult to determine as they possess 
characteristics which suggest a congenital origin and 
at the same time show evidence of inflammatory 
change. In such cases it is possible that inflamma- 
tory processes set up membranous pericolitis in a 
congenital membrane of the Jackson type. 

In cases of the true Jackson type of membrane, 
laparotomy followed by removal of the membrane 
has resulted in definite recovery without recurrence. 
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In some cases of membranous pericolitis, i.c., 
cases of membrane of inflammatory character, exci 
sion of the membrane has failed to bring about re 
covery and a subsequent operation on the intestine 
was necessary to re-establish the fecal current. 
Therefore in such cases it is necessary to remove not 
only the membrane but also the inflammation which 
produced it. The appendix, cecum, and ascending 
colon are the points of origin of most of the exuda- 
tive peritoneal inflammations and are involved in 
go per cent of the sero-fibrinous masses in the right 
half of the abdomen organizing into more or less 
extensive membranes. W. A. BRENNAN. 


Thomas, T. T.: Acute Intussusception. NV. Vor/ 


M..1., 1922, cxv, 656. 


This paper gives a report of four cases operated 
upon by Thomas and a review of the condition. 

Acute intussusception is a form of acute intestinal 
obstruction. It is the most frequent cause of acute 
obstruction of the bowelin children. It may develop 
in any portion of the intestine, but as a rule begins 
at or near the ileocecal junction. Of 100 cases 
reported by Clubbe, the ileocecal junction was in- 
volved in all but two. 

The diagnosis depends primarily on the symptoms 
of acute intestinal obstruction—severe abdominal 
pain, shock, vomiting, and constipation. There may 
be diarrhoea with tenesmus and a_ blood-stained 
mucous discharge. There is usually a sausage- 
shaped tumefaction which may be situated at any 
point along the large intestine. The most frequent 
sites are the sigmoid and rectum. 

The most serious complication of the invagination 
is strangulation of the invaginated part of the gut. 
There is usually complete obstruction of the fecal 
current. If reduction is delayed, adhesions tend to 
develop between the invaginated and ensheathing 
portions of the intestine. In some cases, after this 
has occurred, the invaginated portion may slough 
and may be discharged through the rectum. 

The treatment now is entirely operative. Opera- 
tion should be performed as early as possible. In 
374 cases Romanis did a simple reduction in 301, with 
a mortality of 26 per cent; reduction with appen- 
dectomy, in thirty cases, with a mortality of 40 per 
cent; resection with end-to-end anastomosis in 
thirty cases, with a mortality of 63 per cent; a 
colostomy in ten cases, with a mortality of 100 per 
cent; and a lateral anastomosis above and below 
the non-gangrenous intussusception in three cases, 
with a mortality of 334% per cent. 

If the symptoms have been present less than 
thirty-six hours, reduction will probably be possible. 
The real problem is to make a prompt diagnosis. 
If the diagnosis were as easy as in appendicitis the 
mortality of reduction would probably be less than 
that of appendectomy, and if operative reduction 
were done in all cases within twelve hours after the 
onset, there would probably be very few deaths 
from this condition. O. S. Procror, M.D. 


























Reinhard, W.: Arteriomesenteric Occlusion of the 
Duodenum (Der Arteriomesenteriale Duodenalver- 
schluss). Deutsche Ztschr. f. Chir., 1922, clxviii, 3109. 


The author distinguishes two forms of arterio- 
mesenteric occlusion of the duodenum: a neurotic 
form and an organic form. The two forms have 
clements in common. Acute dilatation of the stom- 
ach is always associated with atony or paralysis of 
the intestine, at least of the upper part of the small 
intestine. Therefore mesenteric closure of the 
lower portion of the duodenum may very easily 
result. If this does not occur, the stormy picture of 
high ileus is absent and the clinical picture is domi- 
nated by the acute dilation of the stomach. 

In the organic form of mesenteric occlusion var- 
ious pathologic conditions in the mesentery create 
a basis for the development of abnormal mechani- 
cal forces which are brought into activity by some 
external circumstance such as the shock of an 
operation or simple narcosis. In this case, dila- 
tion of the stomach is absent in the first stage, and 
clinical examination reveals motor unrest of the 
organ which is working convulsively to overcome 
the obstruction in the duodenum. Atony and dila- 
tion of the stomach are secondary. Therefore the 
condition sets in with severe symptoms of high 
intestinal occlusion. 

In acute dilation of the stomach without duodenal 
constriction, siphoning off of the contents of the 
stomach may cause improvement, but in duodenal 
occlusion it is of no benefit. Hence siphonage is 
a valuable diagnostic and therapeutic aid. 

In all cases Schnitzler’s treatment by position and 
permanent drainage of the stomach through a nasal 
tube should be begun at once. Stimulation of in- 
testinal activity and the administration of copious 
amounts of normal salt solution subcutaneously, 
intravenously, and by rectum are also necessary. 
Laparotomy should be considered only as a last 
resort. A gastro-enterostomy is of no benefit when 
the stomach is atonic and dilated. Anastomosis 
between the duodenum and the collapsed small 
intestine, gastropexy, enteropexy, the formation of a 
fistula, tamponade of the pelvis, etc. are measures 
giving only temporary relief or none at all. The 
operation which is simplest and most quickly 
carried out is exteriorization of the intestine to over- 
come the mesenteric traction, followed immediately 
by treatment by position and siphonage. 

As a rule cases which are not helped by conserva- 
tive treatment cannot be saved by operation. The 
prognosis of arteriomesenteric occlusion is very grave 
and becomes worse the later the condition is recog- 
nized and treated. In acute dilation of the stomach 
without occlusion the outlook is more favorable. 

KonjetTzny (Z). 


Gutiérrez, J.: Three Cases of Duodenal Diverticula 
(Divertfculos duodenales; tres casos). Semana méd., 
1922, XXix, 309. 


Duodenal diverticula are rare. In 1911 Baldwin 
collected eighty-two cases from the literature. 
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Some authors believe that diverticula of the first 
portion of the duodenum are acquired and those of 
the second portion are congenital. In some cases 
a duodenal diverticulum opens into the pancreas and 
sets up the symptoms of chronic pancreatitis. It 
may be impossible to diagnose the condition clin- 
ically but the sac may be easily detected by the X- 
ray. 

In all three of the author’s cases the abnormality 
occurred in the first portion of the duodenum and 
the diagnosis was made by means of the X-ray. 
The first patient was a woman of 27 years who gave 
a history of epigastric pain for ten years. At opera- 
tion two ampullar dilatations were found deforming 
the duodenal bulb. The gall-bladder was entirely 
normal. 

The second case was that of a woman of 32 
who complained of pain in the left hypochondrium, 
the epigastrium, and the right shoulder. At operation 
the gall-bladder was found adherent to the duo- 
denum but was free from calculi. There was 
intense periduodenitis. Section of the adhesions 
revealed two slightly strangulated diverticula on 
the anterior surface of the first part of the duo- 
denum. A gastro-enterostomy was done. Two 
diverticula were found also in the third case but the 
details of the case history are not given. 

In none of the three cases was any of the bismuth 
found in the stomach or the diverticula. 

W. A. BRENNAN. 


Christie, G. W.: Acute Inflammation of a Large 
Diverticulum of the Jejunum with Perforation. 
Brit. M. J., 1922, i, 990. 

The case reported was that of a woman 48 years 
of age who had suffered for years with flatulence. 
Occasionally she had attacks of pains which kept 
her in bed for a day. 

The last attack was ushered in by pain in the left 
side of the abdomen near the umbilicus, vomiting, 
and obstipation persisting for forty-eight hours. 
The left side of the abdomen was tender and slightly 
rigid. The temperature and pulse were normal. 
Palpation revealed a round mass the size of an 
orange. 

The patient was treated expectantly and at the end 
of fourteen days from the onset of the trouble the 
mass, though still palpable and tender, was smaller 
and the other symptoms had subsided. At operation 
a diverticulum of the jejunum entirely covered by 
omentum was found about 9 in. below the duodeno 
jejunal junction. When it was freed from the omen- 
tum foul pus and solid particles escaped and an area 
of gangrene was revealed. The mass was attached 
to the jejunum by a pedicle and at this point the 
bowel was somewhat constricted. The diverticulum 
was removed, the bowel repaired, and a lateral anas- 
tomosis between two loops was made. During the 
acute stage the diverticulum had undoubtedly 
ruptured but the spread of its contents had been 
prevented by the omentum. 


I. E. Bispxow, M.D. 
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Walsh, R. E.: Acute Perforated Meckel’s Diver- 
ticulum. Med. Times, 1922. ), 153. 

The author’s case was that of a 4-year-old boy. 
The onset of the condition was sudden with gen- 
eralized abdominal pain. Vomiting occurred three 
times during the day. Bowel movements occurred 
only when enemata were given. The feces were free 
from blood. The features were pinched, the face 
was flushed, and the right thigh was flexed on the 
abdomen. The abdomen was distended and rigid 
throughout. Tenderness was marked in the right 
iliac region. The urine was negative. There was a 
leucocytosis of 14,000 with 84 per cent polymor- 
phonuclears. The pre-operative diagnosis was rup- 
tured appendix. 

At operation free pus escaped when the perito- 
neum was opened and a ruptured Meckel’s diver- 
ticulum 21% in. long and about the thickness of the 
thumb was delivered into the wound. The diver- 
ticulum was divided into three parts by two constric- 
tions. The point of rupture was 1 in. from its 
attachment to the ileum. The rest of it was acutely 
inflamed. The appendix was free from inflammation 
but was removed with the diverticulum. The 
abdomen was closed in the usual way after drainage 
by means of a rubber tube. The patient made an 
uneventful recovery. H. W. Fink, M.D. 


Lefebre and Baillat: Surgical Complications of 
Ascaridiasis and Postoperative Accidents (A 
propos des complications chirurgicales de l’ascari- 
diose; accidents post-operatoires). Presse méd., 
Par., 1922, Xxx, 612. 

A few hours after laparotomy in persons carrying 
ascarides a condition suggesting acute postoperative 
peritonitis often develops. The onset is rapid and 
characterized by vomiting, painful colic, peritonitis 
facies, a temperature not above 38 degrees C., and a 
pulse rate of 85 to go. The abdomen is not distended 
and there is little drainage. The absence of intestinal 
paralysis is evidenced by the passage of gas when 
the symptoms are at their height on the second and 
third days. Only ascaris eggs are found in the stools 
but worms are vomited. The subjective symptoms 
are without relation to the objective signs. Follow- 
ing the use of calomel, santonin, thymol, etc., these 
alarming symptoms soon disappear. Conditions to 
be considered in the differential diagnosis are 
postoperative dilatation of the stomach and vomit- 
ing due to constipation. 

The authors report four cases with quick recovery 
but have not observed true obstruction due to 
masses of worms. The action of the parasites may 
be exerted on the plexus in the gut wall or due to 
secreted toxic substances. The anaesthetic may be 
provocative. Husert Dunn, M.D. 


Crile, G. W.: Surgical Treatment of Cancer of the 
Large Intestine. Pennsylvania M. J., 1922, xxv, 
599. 


Radium must be used carefully. If employed in 


sufficient dosage to affect the cancer cells which lie 
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beyond the farthest point which can be reache« 
surgically, it may cause perforation. Radium perfo: 
ations of the bladder or intestines are all but incur 
able by surgery. If the radium affects only the tissue 
which may be removed by operation, its use is 
scarcely worth while. Up to the present time the 
authorities vary as to the value of pre-operative 
radium treatment but they are agreed that after 
operation radium should not be employed until sev 
eral days have passed. i 

Operations for rectal cancer should be done in two 
stages. A Littlewood type of colostomy, i.e., a high 
intermuscular opening, is first made, and the loop is 
opened from three to five days later. If the cancer 
is in the sigmoid, the splenic flexure, or the trans- 
verse colon, a cecostomy is done. If it is in the cx- 
cum or ascending colon, a preliminary anastomosis 
is effected between the ileum and the transverse 
colon. 

The interval between the preliminary operation 
and the major operation is not fixed as the major 
operation is performed according to the general state 
of the patient and the local condition. 

The advantages of the two-stage operation are: 

1. There is a diminished chance of intra-intestinal 
pressure interfering with local repair. 

2. The strain is divided so that the favorable con- 
ditions established by the preliminary operation 
make possible a more radical operation with greater 
probability of effecting a permanent cure. 

The incision through the abdominal wall is made 
without regard to the direction or character of the 
structures divided, being determined by the condi 
tions of the particular case. 

The control of infection and toxemia is promoted 
by conserving the bodily vigor as far as possible by 
increasing the local defense. This is done by giv- 
ing transfusions of blood, by maintaining the water 
equilibrium by hypodermic infusions of normal sa 
line, and by not permitting any tissue but perito- 
neum to come into apposition, all raw infected tissue 
being covered with well wrung-out iodoform gauze 
left in position for five or more days. 

When the gauze is removed after the Kraske 
operation, the “doglick” principle is employed 
frequent dressing and irrigation, sitz baths, etc. 

I. W. Bacau, M.D. 


Hays, G. L.: Volvulus of the Sigmoid. Ann. Surz., 
1922, Ixxv, 724. 

From 5 to 15 per cent of the cases of acute intes- 
tinal obstruction are due to volvulus of the sigmoid. 
In r1o cases of acute obstruction of the intestines 
operated upon by Hays, there were five cases of 
sigmoid volvulus. These are reported in this paper. 

The sigmoid presenting in the incision was usually 
dark and thick and from 6 to 1o in. in diameter at 
the widest point, filling most of the left side or even 
all of the abdomen. The volvulus varied from one 
to two and a half twists. Usually the twists were 
from right to left. 

The sigmoid was resected by the angiotribe for- 





























ceps and cautery method. If possible, a few inches 
were left attached to the rectum and descending 


When conditions permitted, a lateral anas- 
Otherwise the Murphy button 


colon. 
tomosis was done. 
was used. 

Three of the patients recovered without particular 
incident and were discharged cured. One died, and 
in one case an obstruction developed on the fourth 
day, necessitating the formation of an artificial 
anus. This patient also developed a fecal fistula 
which has never entirely closed. 

The primary cause of volvulus is a probably con- 
genital enlargment of the sigmoid. Next in impor- 
tance are constipation, adhesions, operations, and 
tumor plus inflammation. The condition usually 
occurs after the fortieth year of age and is four 
times as common in males as in females. It probably 
begins with fermentation and the formation of gas 
in the dilated sigmoid leading to the formation of 
kinks at the junction of the descending colon, sig- 
moid, and rectosigmoid. 

In the author’s cases the diagnosis was based on a 
history of constipation, pain beginning on the left 
side, low down and extending upward, and a feeling 
of fullness on the left side. Pain low in the back was 
present in two cases. Local tenderness on the left 
side is usually present. The abdomen is distended, 
and strong peristalsis is visible. A tense, smooth 
tumor may be made out in the iliac fossa. As a late 
event, vomiting occurs. 

Enemata should be tried with the patient in the 
knee-chest position. If these fail, operation should 
be performed without delay. The author recom- 
mends resection of the sigmoid. 

O. S. Proctor, M.D. 


Wertheimer, E.: Two Rare Forms of Carcinoma of 
the Sigmoid Colon and the Rectum (Zwei 
seltene Formen von Carcinom des Colon sigmoideum 
und Intestinum recti). Med. Klin., 1922, xviii, 435. 


The autopsy in the first case, that of a man 61 
years old, showed: (1) a polypoid carcinoma of the 
sigmoid flexure as large as a bean and with a short 
pedicle; (2) an infiltrating secondary carcinoma the 
size of a hazelnut in the mesosigmoid; (3) multiple 
metastases in the liver; (4) numerous metastases in 
the vertebral bodies and both suprarenals; and (5) 
general icterus. Histologically, the growth was a 
malignant embryonic epithelial tumor, consisting 
chiefly of small round cells with an alveolar struc- 
ture. The tumor in the flexure had caused no 
clinical symptoms but there was enlargement of 
the liver. There was a striking disproportion be- 
tween the size of the primary tumor and the size 
and number of the metastases. 

In the second case, that of a boy 15 years old, 
autopsy revealed: (1) a carcinoma of the lower rectum 
spreading to the surrounding tissues with a crater- 
like ulcer; (2) a secondary carcinoma of the regional 
lymph nodes of the mesorectum and the para- 
aortic lymph nodes; (3) carcinomatous peritonitis 
in the rectovesical space; and (4) secondary carci- 
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noma of the liver and the periportal lymph nodes. 
Histologically, the tumor proved to be a malignant 
epithelial growth consisting of medium and large 
epithelial cells. In many areas it showed mucous 
degeneration. According to the history, the onset 
of the disease occurred two months before death 
with pain in the pelvis and frequent evacuation of 
the bowels, but no intestinal stenosis. Bort (Z). 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Fullerton, A.: A Modification of the Operation of 
Cholecystenterostomy. Bril. MJ. J., 1922, i, 905 


While the gall-bladder is removed for a variety 
of causes there are certain conditions in which its 
retention may be of importance in facilitating drain- 
age of the common duct when the common duct is 
partially or completely obstructed. The most fre- 
quent cause of this condition is chronic pancreatitis. 

To relieve the obstruction the gall-bladder has 
been anastomosed to the duodenum, stomach, or 
colon. The objections raised to this procedure are 
that the contents of the gall-bladder are infected; 
gall-stones may form and if removed may recur; and 
the contents of stomach, duodenum, or colon may 
be regurgitated into the gall-bladder. 

In acase reported in this article in which the gall- 
bladder was distended with stones and there was a 
severe chronic pancreatitis with jaundice, the gall- 
bladder was opened, the stones were removed from 
the gall-bladder and cystic and common ducts, the 
main portion of the gall-bladder was removed, the 
stump was anastomosed to the anterior surface of the 
first portion of the duodenum, and the abdomen was 
closed without drainage. Healing occurred by first 
intention. I. E. BisHxow, M.D. 


Hartmann, H., and Petit-Dutaillis, D.: The End- 
Results of Cholecystectomy Based on 100 
Cases (Les suites éloignées de la cholecystectomie 
d’aprés 100 opérés revus). Bull Acad. de méd., 
Par., 1922, Ixxxvii, 481. 

In the cases considered only the gall-bladder was 
operated upon; cases in which a cholecystectomy 
was done as a complement to a common duct opera- 
tion are excluded. The too cases reviewed have 
been followed for periods varying from one to twenty 
years. Eighty were cases of calculous cholecystitis 
and twenty were cases of cholecystitis without calculi. 
In nine cases some other surgical procedure, such 
as an operation for hydatid cyst, hepatic tumor, etc., 
was done at the same time. 

Thirty-four patients followed for one to twenty 
years have enjoyed perfect health continuously. 
Eight others who were relieved of their liver symp- 
toms have died of some other disease since the opera- 
tion. Twelve had digestive disturbances due to 
other causes after the operation but these ultimately 
disappeared. 

Therefore fifty-four of the hundred cases showed 
that the cholecystectomy gave excellent immediate 
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results. Only seven of these patients have been 
under observation for less than two years after the 
operation. 

Thirty-four patients, while well and expressing 
themselves as satisfied with the outcome, have had 
some slight pain or digestive disturbances. 

The digestive disturbances are principally in- 
testinal and of a diarrhovic character. In a very few 
cases gastric disturbances persist. As a rule, however, 
such conditions tend to disappear in time. 

The attacks of pain complained of by some of the 
patients are associated with visceral ptosis. 

In certain cases the postoperative results were 
less satisfactory. In four there were crises of hepatic 
colic and in four others disturbances due to ad- 
hesions between the duodenum or the hepatic flexure 
of the colon and the lower surface of the liver. In 
three there were severe gastric disturbances due to 
abnormal fixation and deformity of the upper angle 
of the duodenum which were evident on roentgenos- 
copy. Similarly, in cases of intestinal disturbances 
an abnormal fixation of the right angle of the colon 
may be found. 

The minor disturbances arose particularly when 
the gall-bladder contained multiple calculi. In such 
cases their incidence was 47.5 per cent while in 
cases of non-calculous cholecystitis it was only 25 
per cent. 

Blood disturbances, cholesterinemia, urobilinuria, 
etc. are found in cases incompletely cured by opera- 
tion, but are always absent in completely cured cases. 

It appears that 92 per cent of the cases operated 
upon are relieved of all complications either im- 
mediately or after suitable medical treatment. 
Such results ought to lead to an extension of the 
indications for cholecystectomy. 

The authors emphasize the importance of ex- 
ploring the bile passages during cholecystectomy. 
They call attention also to the frequent coincidence 
of disease of the appendix and gall-bladder. Such 
conditions are associated in 13 per cent of the cases. 
Cholecystectomy should be followed by suitable 
medical treatment. W. A. BRENNAN. 


Farnam, L. W.: Pancreatitis Following Mumps: 
Report of a Case with Operation. Am. J. M.Sc., 
1922, clxiii, 850. 

The author reports a case of pancreatitis following 
mumps in which objective evidence of the disease 
was seen at operation. Pancreatitis as a complica- 
tion of mumps is not mentioned in modern text- 
books but the similarity in the structure of the 
pancreas and the parotid glands and their con- 
comitant inflammation were noted by older writers. 
An analysis of 119 cases of pancreatitis complicating 
mumps which are reported in the literature showed 
that it occurred more often in boys and young men 
than in other persons and that it usually followed 
but might precede the parotitis. The clinical picture 
is characterized by intense epigastric pain, often by 
vomiting, and occasionally by diarrhoea or con- 
stipation and a slight rise in the temperature. A 








mass may sometimes be felt in the epigastrium. The 
course is usually short. 

The case reported was that of a 23-year-old 
Italian man who developed mumps two weeks 
before his entrance into the hospital. On the fifth 
day after its onset there was fairly sharp epigastric 
pain which was worse at night and not relieved by 
cathartics. Shortly afterward the temperature rose, 
but two days before the patient’s admission to the 
hospital he was able to get up and travel on the 
train. At the time of his admission he stated that 
he was very sick and complained of pain and 
swelling in the abdomen. 

Physical examination revealed a painless swelling 
in the parotid region and a scab on the forehead. 
The latter, the patient said, was due to a boil 
which had been opened by his physician a few days 
before. The patient’s color was sallow and he kept 
his knees and thighs flexed. The abdomen was dis 
tended and there was marked fullness in the epi 
gastrium. Tympany was found from the xiphoid to 
10 cm. above the umbilicus. Below this there was a 
transverse strip across the abdomen, about 6 cm. 
wide, which merged into dullness in the flanks 
where tenderness was most marked in the middle and 
the right side, but not on the left. Muscle spasm 
and rigidity were noted above the umbilicus. On the 
first day the temperature was between too and 1o1 
degrees F. The urine was negative. The leucocyte 
count was 17,800 with 80 per cent polymorphonu- 
clears. 

A tentative diagnosis of pancreatitis was made. 
When the abdomen was opened in the midline in the 
epigastrium there was a gush of thin, purulent fluid 
about the consistency and color of tomato soup, 
which was free in the peritoneal cavity. Six liters 
of this fluid were aspirated. The omentum appeared 
greatly inflamed but there was no fat necrosis. All 
of the organs in the abdomen were normal except the 
pancreas. When the pancreas was exposed by turn- 
ing up the transverse colon and omentum and 
slitting the mesocolon, its capsule was found in- 
jected, very red, and very tense. It was about three 
times its normal size. Under the capsule were three 
small pale spots from 14 to 114 cm. in diameter, 
which were believed to be fat necroses in the paren 
chyma. When one of these was opened no pus was 
obtained. Drains were placed to the pancreas and 
the flanks, and the abdomen was closed. 

Subsequently the patient developed broncho- 
pneumonia and a pelvic abscess. The latter was 
drained four weeks after the original operation. 
Slow improvement then followed and the patient 
ultimately left the hospital in good condition. 

The peritoneal exudate showed streptococcus 
viridans. No trypsin was found. 

H. W. Fink, M.D. 





Albo, M.: Hydatid Cysts of the Pancreas. Surz., 
Gynec. & Obst., 1922, Xxxiv, 739. 
Albo reports: a case of his own and cites others 
from the literature. 

















Hydatid cysts occur in the liver in 42 per cent of 
cases, but are found in the pancreas in only 0.12 per 
cent. These statistics were collected from the litera- 
ture. 

In the author’s opinion the infection is spread by 
dogs and the ova may be ingested in vegetables or 
water. He believes that the pancreas becomes in- 
fected through the digestive tract, the organisms 
being brought to it by the blood stream. 

The pancreatic cysts develop in the direction of 
least resistance, and may project into the lesser 
omentum, below the transverse mesocolon, or into 
the gastrocolic ligament. Often there are adhesions 
to the stomach, colon, and liver. Cysts developing 
along the cervico-corporeal portion of the pancreas 
usually have one of three points of prominence: (1) 
across the lesser omentum; (2) across the gastro- 
colic ligament; (3) across the transverse mesocolon. 
Cysts developing in the tail of the pancreas usually 
force the stomach, and sometimes the transverse 
colon, forward, and often appear at first to be below 
the kidney. The cyst continues growing until, in 
most cases, evident tumefaction is produced. In 
other cases the phenomena of canalicular compres- 
sion play a more important part. Suppuration may 
take place. Spontaneous rupture has not been ob- 
served. 

Hydatid cysts of the pancreas may be divided 
into three groups according to the pathological 
anatomy, as follows: 

1. Those which develop in a latent or almost 
latent manner, so that they produce a syndrome of 
palpable or appreciable tumor. 

2. Those which develop rapidly, causing symp- 
toms resembling those of carcinoma of the bile 
ducts or the head of the pancreas. 

3. Those that cause symptoms resembling those 
of retroperitoneal tumors. 

In the cases developing in a latent manner and in 
which there is a palpable tumor the symptoms are 
usually the same as those of blood cysts of the 
pancreas. There may be light pain in the epigas- 
trium, oppression in the epigastrium, nausea, vomit- 
ing, and a viscid or greasy diarrhoea. Cysts of the 
head of the pancreas simulating a cancer of the bile 
duct or of the head of the pancreas cause the 
following signs and symptoms: (1) general emaci- 
ation; (2) a bronzing of the skin; (3) icterus, which 
is usually persistent and progressive and associated 
with dilation of the gall-bladder; (4) pain in the 
pancreatic area; (5) aversion to fats and oils; (6) 
pain radiating to the back and the left lumbar 
region; and (7) a tumefaction, which is not always 
palpable even in cachetic subjects. Cysts which 
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develop as retroperitoneal tumors are usually symp- 
tomless but in some cases cause pain and a marked 
tumefaction. 

It is easily determined whether an abdominal 
tumor is parietal or intra-abdominal. Intra-peri- 
toneal tumors usually displace the intestinal loops 
coming in contact with the abdominal wall, while 
retroperitoneal tumors are usually covered by loops 
of intestine, the stomach, or the colon, which cause 
resonance in front of them. A tumor which has 
developed from the mesentery usually has a me- 
dian location, is immobile laterally, and is covered 
infront by an intestinalloop. A tumor arising from 
the kidney is lateral, covered by the colon, and 
immobile laterally, and causes increased lumbar 
dullness. A tumor developing from the pancreas is 
median unless it is located in the tail, and is almost, 
but not entirely, immobile. 

A résumé of the cases reported to date, with the 
exception of those of Chutro, shows that the con- 
dition has never been diagnosed before operation or 
autopsy. The symptoms cited by Chutro are not 
peculiar to this affection, being common to all 
tumors of the head of the pancreas. The diagnosis 
is arrived at by exclusion. The X-ray is an important 
aid in the diagnosis. Pneumoperitoneum often per- 
mits identification of the pancreas. 

No satisfactory antiparasitic drug is known. In 
operating, the incision should be made so that it 
will give the easiest delivery of the tumor. The 
tumor is sometimes difficult to recognize. As a rule 
its extirpation is not advisable. An evacuating 
puncture with an appropriate trocar should be 
followed by the injection of parasiticidal liquid. 
Albo employs a solution of 2 per cent pure formalde- 
hyde in water, or injects pure formalin in a 
quantity proportionate to the volume of the cyst. 
After the proligerous membrane and daughter cysts 
have been removed, the cavity should be dried with 
gauze soaked in ether containing some antiseptic 
substance. 

Albo believes it is best to close the cysts if their 
contents are clear unless they are very large or it 
is necessary to resect the pericystic tissue. He uses 
1c. cm. of 1:1,000 adrenalin solution during operation 
to prevent hydatid intoxication, and also during the 
following days if tachycardia, dyspnoea, and oliguria 
persist. If marsupialization of the pericystic pouch 
is done, drainage by aspiration is facilitated. As a 
complementary operation, cholecystostomy may be 
indicated when icterus is very pronounced and there 
are indications for rapid drainage of bile. In cases 
of duodenal compression gastro-enterostomy may be 
necessary. O. S. Proctor, M.D. 











SURGERY OF THE 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Baccarini, L.: A Case of Bone Cyst (Un caso di cisti 
ossea). Arch. ital. di chir., 1922, Vv, 233. 


The pathology of juxta-epiphyseal and diaphy- 
seal bone cavities, especially in very young persons, 
is still little known. In the author’s opinion the 
term “bone cyst” is improperly applied to such 
cavities. 

Numerous bone cavities of different origin are 
termed bone cysts. Perez has recently divided these 
into two main classes: (1) true cysts, and (2) pseudo- 
cysts. The first include only those cavity formations 
in which the surrounding wall forms the essential 
part of the cyst and the cyst is not dependent on the 
surrounding tissues. The second are all cavity for- 
mations in which it is impossible to distinguish a 
wall proper to the cyst. 

From the point of view of pathogenesis there are 
many types of osseous cavities: parasitic cysts, 
congenital cysts, cystic cavities due to the dissolu- 
tion of tumors, cysts due to liquefaction of bone 
tissue, and cavity formations occurring especially 
in the long bones, which lack an epithelial or 
endothelial lining and the origin of which is disputed. 
It is of this last class that Baccarini writes. The 
various theories regarding their origin are discussed 
in detail. 

In a case observed by Baccarini, that of a boy of 
6 years, a cystic condition of the upper extremity 
of the radius was found at operation. Histologic 
examination showed destruction of osseous tissue by 
a process of resorption and the substitution of the 
characteristic osteoclasts; regeneration of bony tis- 
sue was demonstrated by the presence of numerous 
osteoblasts, a diffuse bloody infiltration, and the 
formation of blood lacune. None of the etiological 
theories so far advanced explains this case. 

Baccarini finds that in the great majority of 
cases of this kind reported in the literature little 
attention was paid to a factor which was frequently 
noted in the histologic examinations, viz., the 
hemorrkagic infiltration of the osseous tissue and 
the formation of blood lacune. The morbid process 
which leads to the cavernous formation is nearly 
always localized in the juxta-epiphyseal regions. of 
the long bones and is essentially characteristic of 
the first decade of life, an epoch in which these 
regions are most active since it is here that the 
lengthening of the bones is particularly localized. 
Most of the bulbo-diaphyseal and epiphyseal regions 
are formed of spongy tissue in which the vascular 
network is conspicuous as compared with the rest of 
the diaphysis. On account of the activity of the 
growth function, metabolic exchange is more active. 
The arterial vessels have the appearance of terminal 
arteries. It is not illogical therefore to assume that 
in such a structure an anatomical lesion would 
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involve the vessels so as to favor the formation of « 
pseudo-cystic cavity. Small, continuously forming 
hemorrhages slowly separate these tissues and the 
latter fall into the medullary cavity and become 
absorbed, leaving gaps behind them which ultimately 
become blood lacune. This, Baccarini believes, is 
the manner in which these bone cavities are formed. 
W. A. BRENNAN. 


Moon, V. H.: Osteitis Fibrosa Cystica: A Path- 
ologic Consideration. J. Indiana M. Ass., 1922, 
xv, 185. 

The author has seen three cases of osteitis fibrosa 
cystica within a year. This disease, which is peculiar 
to childhood and youth, consists of a proliferation of 
fibrous tissue in the medullary cavity of long bones 
with absorption of the bony substance resulting in 
rarefaction, moderate enlargement, and weakening. 
It is insidious in onset, usually painless, and associat- 
ed with few early symptoms. 

Microscopic examination shows the marrow sub- 
stance to be displaced by a growth of fibrous tissue 
extending into the canals and lacunz of the compact 
bone and separating the lamelle of the hard bony 
shell. The periosteum is usually intact. Giant 
cells are occasionally seen. Cyst formation is fre- 
quent. The cyst fluid, which consists of blood cells 
and pigment, is not under pressure. 

The etiology is obscure. Many regard the disease 
as a reaction to trauma. Various metabolic and 
glandular disturbances have been suggested as 
causes. 

Surgical intervention is beneficial when the involv- 
ment is not too extensive. Incision and curettage 
of the involved medulla in suitable cases, supple- 
mented by bone grafting, is a good procedure. 

As no metastasis takes place, surgery limits the 
extension of the disease. The condition is not 
neoplastic. Benign neoplasms usually have a cap- 
sule and a sharply defined margin of growth. These 
features are absent in osteitis fibrosa as the lesion 
has an indefinite margin and the growth of fibrous 
tissue is infiltrative. J. R. Mitcuetr, M.D. 


Gaugele, K.: The Hopping Knee and the Snapping 
Knee (Das huepfende Knie und das schnappende 
Knie). Zitschr. f. orthop. Chir., 1921, xlii, 160. 

In the last few years Gaugele has observed a 
number of cases of disturbances in the knee to which 
he applies the terms “hopping knee” and “‘snapping 
knee.”” Snapping knee has been described a few 
times in the literature as “springing and elastic 
knee.” The condition which Gaugele calls hopping 
knee has also been reported in the literature. 

These conditions are exceedingly rare. 
cases are reported: 

Case 1 was that of an 11-months-old girl. When 
the child cried, coughed, or was otherwise restless, the 
tibia moved about onthe femur in such a manner that 
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its head became displaced laterally and anteriorly, 
that is, it was distinctly subluxated. The return to 
the normal position took place with an audible snap 
backward. The patella did not change its position. 
The noise was sometimes very loud, a dull thud. 
The more restless the child became, the quicker the 
noises followed one another, until there were two or 
three a second. The X-ray picture was negative. 

Case 2 was that of a 13-year-old girl. In flexion 
and extension of the knee joint at about 10 to 20 
degrees short of complete extension there occurred a 
noise loud enough to be heard at some distance. The 
lateral portion of the femur was thickened. 

Case 3 was that of a 63-year-old woman who had 
had trouble with her left knee for years. For some 
time there had been a sudden snap accompanied by 
a loud noise at 40 to 60 degrees of flexion. The 
X-ray showed deposits on the head of the tibia, over 
which the tendon slipped during movement, causing 
the noise. 

In these three cases the snapping knees had 
entirely different anatomical bases. In Gaugele’s 
opinion the cause in Case 1 was great relaxation of 
the ligamentous apparatus, particularly a lengthen- 
ing of the crucialligaments. In Case 2 the condition 
was of traumatic origin. Treatment by the applica- 
tion of a plaster-of-Paris dressing resulted in al- 
most complete cure. 

Gaugele holds the terms “‘springing knee”’ and 
“elastic knee” to be erroneous. Two forms are to 
be distinguished, the articular and the peri-articular. 
The condition which Gaugele calls “hopping knee” 
is a variety of the articular form of snapping knee. 
Aside from hydro-atonic and medico-mechanical 
treatment, there must be, in the peri-articular form, 
surgical removal of the deposits and exostoses 
which hinder the movement of the tendons. 

WOHLAUER (Z). 


Kuettner, H.: Tennis Leg (Das Tennisbein). Deu!sche 
med. Wehnschr., 1922, xlviii, 412. 


, 


The term “tennis leg’ is applied to the subcu- 
taneous rupture of the triceps sure which is seen 
with comparative frequency since the game of 
tennis has become popular in Germany. As a rule 
the condition occurs in persons past middle age 
because of the decrease in the elasticity of their 
tendons and muscles. Professional players and per- 
sons used to sports are comparatively exempt. 

The first symptoms are extremely characteristic. 
During play, a sudden, severe pain is felt in the calf, 
and movement of the leg becomes impossible. In 
some cases fainting may occur. The rupture af- 
fects either the belly of the muscle or the insertion 
of the Achilles tendon. It is transverse and distinct- 
ly palpable. The associated extravasation of blood 
may cause considerable swelling. 

Among five cases of tennis leg observed by the 
author there was one in which the condition was 
bilateral. The injury is caused by hyperextension of 
the muscle following rapidly on its contraction to 
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the maximum degree. It may occur during standing 
on the toes as well as during running. 

In the treatment the first consideration is im- 
mediate, careful resumption of walking. At the end 
of one week the patient is usually able to walk 
normally. Fixation bandages, massage, and confine- 
ment to bed are distinctly contra-indicated. Im- 
mediately after the injury the limb should be elevat- 
ed in order to arrest the hemorrhage. In more 
severe cases adhesive plaster strapping from just 
above the ankle joint to the middle of the calf may 
be applied, but even in such cases it is essential that 
immediate efforts be made to resume walking. 

PEIPER (Z). 


Baensch, W.: The Etiology of Koehler’s Disease: A 
Change in the Second Metatarsophalangeal 
Joint (Ueber die Aetiologie der Koehlerschen 
Krankheit: Veraenderung am 2. Metatarsophalan- 
gealgelenk). Deutsche med. Wchuschr., 1922, x\viii, 
318. 

Baensch describes briefly the typical changes in 
the second metatarsophalangeal joint as they were 
first reported by Koehler. He then records the 
case of a 17-year-old girl, a farm worker, who gave a 
history of pain and swelling in the left second 
metatarsophalangeal joint occurring at intervals 
for a year. Injury was denied, but the patient 
admitted that she was almost always barefooted, 
wearing stockings and wooden shoes only in the 
winter. The X-ray showed the typical picture of 
Koehler’s disease. Lues, tuberculosis, and late 
rickets were excluded. 

Baensch assumes as the cause a sinking in of the 
anterior transverse arch of the foot, by which a 
great part of the weight was thrown on the second 
metatarsus because of a mesial deviation of the 
great toe. If a personso affected carries a heavy load 
for a short time, the second metatarsus will be 
fractured, and if he carries a lighter load for a long 
period, the second metatarsus will be bent down, 
that is, its head will be gradually inclined dorsally. 
As the result of the chronic irritation, an arthritis 
deformans develops, which in advanced cases pre- 
sents the X-ray findings described by Koehler. The 
thickening of the shaft of the second metatarsus is 
a functional accommodation. 

In the treatment the anterior transverse arch 
must first be raised. If the local symptoms are 
serious, excision of the joint may be indicated. 

In conclusion Baensch urges that a suitable name 
be given this disease picture in order to prevent 
its confusion with other “ Koehler diseases.” 

LOEFFLER (Z). 


FRACTURES AND DISLOCATIONS 


Lambotte, A.: Encircling Fractures with Metal 

Strips (Contribution au cerclage des os au moyen 

de rubans :métalliques). Presse méd., Par., 1922, 
XXX, 530. 

In Lambotte’s opinion, the methods of encircling 

fractures with metallic ribbon devised by Parham 
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and Putti do not give sufficient solidity and the 
instrumentation is inconvenient. The weak point is 
the buckling of the metallic ring which, in the 
Parham technique, is effected by twisting the ribbon. 
The breaking strength here is insufficient for Jarge 
bones. 

Lambotte uses two sizes of instruments and steel 
strips 4 mm. wide, 2/5 mm. thick, and 25 cm. long. 
Each ribbon has at its end a separate noose of sheet 
steel 6/10 mm. thick. The strip is passed through 
the opening of the noose and turned back for 1 cm., 
the opening being large enough to take two thick- 
nesses of the ribbon. Lambotte’s method of tighten- 
ing the encircling ribbon is shown in the accom- 
panying figure. 





To prevent weakness at the buckle Lambotte has 
constructed a small clasp of soft steel which slides 
along the ribbon and has two projecting wings. 
When the end of the strip is passed through the 
noose, tightened, and turned back, it is placed over 
the sliding clasp and the side wings of the latter 
are forced down to hold it securely. W. A. BRENNAN. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Kappis, M.: Arthrodesis in Tuberculosis of the 
Joints by Peri-Articular Implantation of a 
Wedge of Bone (Die Arthrodese durch para- 
articulaere Knochenspan-Einpflanzung bei Gelenk- 
tuberkulose). Dentsche Ztschr. f. Chir., 1922, clxix, 
3106. 

This is a report of the results of peri-articular 
wedge arthrodesis in fourteen cases of tuberculous 
coxitis. There was one death from miliary tuber- 
culosis present before the operation, and one failure 
because of breaking of the wedge. In the remaining 
cases the pains were soon stopped, and at the end of 
a few months the patient was able to walk without 
a plaster-of-Paris dressing. Fracture of the im- 


planted bony wedge, nevertheless, occurred twice. 

The technique of the operation is described. If 
the hip joint is in poor position, a subtrochanteric 
osteotomy is also necessary. Contra-indications to 
the operation are a poor general condition, miliary 
and other extensive 


forms of tuberculosis, and 
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fistula and cold abscesses in the field of operation 
In children, disturbances of growth due to the 
implantation of the wedge must be considered. In 
one case of tuberculosis of the shoulder joint th: 
implanted wedge broke after five and a half months 
LOEFFLER (Z). 


Davis, B. B.: Total Removal of the Scapula for 
Primary Giant-Cell Sarcoma. Surg., Gynec. & 
Obst., 1922, Xxxiv, 776. 

The author reports the case of a woman, aged 27 
years, who presented an enlargment of the left 
shoulder blade and gave the following history: 

Two years previously, following a fall, she ex 
perienced a sharp pain in the left shoulder. This 
soon disappeared but exercise often caused a peculiar 
feeling of tiredness in the same region. One year 
later she first noticed an oval-shaped swelling over 
the scapula which occasionally was painful. A 
fracture of the scapula was diagnosed by her physi 
cian but no treatment was given. Some time later 
she consulted the author, the shoulder was examined 
with the X-ray, and a diagnosis of sarcoma of the 
scapula was made. 

Physical examination showed that the body of 
the scapula was markedly enlarged and rounded. 
There was very little limitation of motion in the 
shoulder joint. The body of the scapula was free. 

At operation an incision was made from the inner 
border of the axilla outward and the coracoid 
process was freed. The subscapular artery and vein 
were ligated doubly and cut. The patient was then 
turned and an incision made from the upper angle of 
the scapula along the vertebral border. The muscu- 
lar attachments were severed and the body of the 
scapula freed from the chest wall and removed. The 
wound was closed with drainage. The author calls 
attention to the advisability of ligating the sub- 
scapular vessels to control hemorrhage. 

Six days after the operation the patient was able 
to use the left arm to brush her hair. She is now 
able to do all of her housework and states that this 
arm appears to be as strong as the right. 

The tumor was a rounded mass involving almost 
all of the axillary border below the glenoid fossa. 
It was enclosed by a capsule except at the inferior 
angle where some reddish granulation tissue was 
present. Microscopic examination showed it to be 
a characteristic giant-cell sarcoma. 

The author believes that this is the first case of 
unquestioned giant-cell sarcoma of the scapula to be 
reported. Bloodgood, Coley, and Platou take the 
position that these giant-celled tumors are always 
permanently benign and that they may be conserva- 
tively treated by curettage. Others are of the opinion 
that they may break down and undergo changes. It 
is difficult to draw a line of separation between the 
giant-cell tumor and the sarcoma with a superabund- 
ance of giant-cells which does not form metastases. 
Therefore there is danger of carrying conservative 
treatment too far. WitiraM J. Pickett, M.D. 
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SURGERY OF THE SPINAL COLUMN AND CORD 


Von Finck, J.: A Contribution to the Pathologic 
Anatomy and Clinical Aspects of Spina Bifida 
Occulta Based upon Autopsy Findings in the 
Newborn (Fin Beitrag zur pathologischen Ana- 
tomie und Klinik der Spina bifida occulta auf Grund 
von Sektionsbefunden an Leichen Neugeborener). 
Zischr. f. orthop. Chir., 1921, xlii, 65. 


In research into the etiology of habitual scoliosis 
the author found the symptoms of spina bifida 
occulta which he had already minutely described in 
1920 and proved to be partly dependent on the age 
of the patient. As the fissures ossify at the latest 
with the advent of puberty, often earlier, it is 
seldom that a defect remains after this time. Spina 
bifida occulta occurs much more frequently than is 
generally believed; occasionally it is without clinical 
symptoms, but as a rule it is associated with some 
malformation of the lower extremities such as club- 
foot and habitual scoliosis. 

Of the patients examined by the author in the 
clinic, 35 per cent showed signs of this condition. 
Other surgeons have found it of frequent occurrence 
and have called attention to the diversity of the 
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Feiss, H. O.: The Direct Stimulation of Peripheral 
Nerves; Rules for Procedure in the Operating 
Room. Surg.,Gynec. & Obst., 1922, xxxiv, 810. 

Rule 1. After careful dissection the nerve should 
be freed for a sufficient distance, depending upon 
the local condition. It should not be stripped clean 
any further than necessary as too extensive strip- 
ping will impair the circulation to its sheath. 

Rule 2. In the isolation of the nerve from scar or 
adherent tissues, responses may be evoked by the 
mechanical stimulation. Observation of these re- 
sponses is of importance because they indicate the 
functional state of the nerve and the muscles it 
supplies. 

Rule 3. Before faradic stimulation, the nerve 
previously freed should be lifted up on a glass hook 
to isolate it from all other tissues. If the nerve is 
found to be divided, the segment to be stimulated 
should be lifted up by a suture inserted through the 
end of it. 

Rule 4. The nerve should be kept moist with salt 
solution during stimulation. To prevent spread of 
the current care must be taken not to drop too 
much solution in the wound. 

Rule 5. In faradic stimulation bipolar electrodes 
are more practical than unipolar electrodes. The 
electrodes should be made of metal in order that 
they may be easily sterilized. The points should be 
of platinum and so constructed that the distance 
between them can be changed with ease. It is 





signs, particularly the roentgen findings which vary 
according to the age of the patient, the fovea 
coccygea, the hypertrichosis, and the pain caused 
by pressure on the defective vertebra. 

Von Finck tabulates the signs he has found. On 
the basis of the autopsy findings in the cases of 
forty-six new-born infants he divides the cases into 
two groups. In the first group the most important 
condition is absence of the spinal process or its 
rudimentary development. In the second it is ab- 
sence of the arch. The higher the defect and the 
more complete it is, the more severe the disease 
picture. 

Particularly grave are defects occurring in the 
arches of the upper vertebra, as in such cases a 
considerable fatty growth takes place in the verte- 
bral canal. In the clinical examination it is theréfore 
necessary to determine the presence or absence, the 
shape, and the size of the spinal processes, and the 
height of the disturbance and its extension. The 
prognosis is particularly unfavorable in cases in 
which a cicatrix is found in the center of the hairy 
field. Smon (Z). 
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expedient to have two platinum wires free for a 
distance of about 1.5 cm. so that adjustment can be 
made by bending them. 

Rule 6. It is best to begin with a current of 
moderate strength. Because of spread, a strong 
current is dangerous and should be used only when 
a weak or moderate current has been tried previous- 
ly. The current should be tested by applying the 
electrode points to the tip of the tongue. A current 
which is barely perceptible should be employed 
first. The relationship of the primary to the 
secondary coil should be noted and maintained for 
the beginning of the operation. In some nerves, 
such as the sciatic, and in cases of abundant scar 
a stronger current will be required to make sure that 
the inner central fibers are carrying it. 

Rule 7. Stimulate the nerve on all sides. In cases 
of neuroma the nerve should be stimulated above 
and below it. To test efferent fibers stimulate the 
peripheral portion; to test afferent fibers stimulate 
the central segments. 

Rule 8. If efferent response is positive, an attempt 
should be made to separate the nerve into its con- 
stituent bundles and to test each bundle individ- 
ually. In this manner it may be determined which 
part of the nerve has escaped injury and which has 
regenerated. The neuroma should be examined in 
the same way. 

Rule 9. Note the precise_nature of the response. 
For example, in radial nerve injuries stimulate 
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above the elbow, note if the wrist, thumb, and 
fingers extend, and the amount and strength of the 
movement. 

Rule 1o. Start with slow interruptions as these 
facilitate study of the effects of excitation and pre- 
vent fatigue. This rule is subject to modification 
depending on the nerve stimulated. 

Rule 11. If it is necessary to excise a neuroma it 
is of interest to observe the extremity during the 
excision as this is nothing more than mechanical 
stimulation. The neuroma should first be cut from 
the central segment and then from the peripheral 
segment, since responses may be obtained from the 
peripheral segment which cannot be obtained from 
the central segment. 

Observations made in the operating room are of 
no value unless a careful examination is made a few 
days previously. The findings of direct stimulation 
and those of stimulation through the skin should be 
compared. If a discrepancy is noted the direct 
stimulation data are the more valuable. 

S. J. Harsrecur, M.D. 


Sommer,R.: The Present Status of the Neurinoma 
Problem (Der heutige Stand der Neurinomfrage). 
Beitr. 2. klin. Chir., 1922, ¢xxv, 604. 


After reporting two of his own cases of Verocay’s 
neurinoma (neurinoma of the brachial plexus situated 
in the ulnar nerve and neurinoma of the cerebello- 
pontine angle) and after giving a tabulated compila- 
tion of thirty-seven unquestionable cases of neuri- 
noma found in the literature, Sommer reviews the 
various theories regarding this tumor and discusses 
its differentiation from von Recklinghausen’s neuro- 
fibromatosis. 

Von Recklinghausen designated pure connective 

. tissue tumors of the nerve-fiber fasciculi as neuro- 
fibromata and regarded the nervous system as only 
the carrier of such “fibromata.’’ Knauss and 
Askanazy believed that the nervous system is in- 
volved in the formation of the tumors, and in this 
they were upheld by Kredel and Benecke. Durante 
regarded the von Recklinghausen tumor as a 
“‘forme fruste et incompléte”’ of a true segmentary 
neuroma in which the connective-tissue change was 
most prominent. Verocay applied the term “‘neuri- 
noma” to tumors originating in the sheath of 
Schwann of the nerve fibers and composed partly 
of glia tissue. 

A neurinoma is a benign tumor which is usually 
solitary and may arise wherever there are nerve 
fibers, motor, sensory, or sympathetic. Its most 
common sites are the nerve roots as they emerge 
from the spinal cord and the cerebellopontine 
angle. The tumor is firm and can be easily enu- 
cleated. Microscopically it consists of two tissues 
sharply differentiated from each other. In the 
peripheral portion there is a characteristic band- 
like marking, which is produced entirely by the 
irregular distribution of nuclei. The edges of the 
band are formed by layers of nuclei lying close 

together with their longitudinal axis vertical to the 
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longitudinal axis of the band. The rows of nuclei 
lying opposite one another are connected by homo 
geneous threads of protoplasm intersecting the 
axis of the band vertically. According to Verocay, 
these nuclear bands are formed by the proliferation 
of the Schwann nuclei. 

The glassy transparent center consists of a 
delicate homogeneous fiber structure, in the meshes 
of which round to ovoid nuclei lie distributed at 
distances the breadth of four to five nuclei (glia-like 
tissue). In certain spots liquefaction sets in. Neither 
kind of tissue has anything in common with con- 
nective tissue, as its staining qualities show. The 
tumor contains also connective tissue, nerves, and 
vessels. 

In the so-called mixed forms, connective tissue 
is an important element, but is always only a 
supporting substance. In a scirrhous tumor, for 
example, it is not the connective tissue, the chief 
constituent, but the epithelial tissue, which deter- 
mines the character of the growth. The vessels 
usually show hyaline degeneration. In the tumor 
itself neither ganglion cells nor nerve fibers are 
demonstrable. 

Solitary neurinomata reveal this typical structure, 
but as they multiply a gradual displacement of the 
connective tissue occurs. The neurinoma is therefore 
a product of glia and the sheath of Schwann, whereas 
the von Recklinghausen neurofibroma is a tumor- 
like proliferation of the perineurium and_ the 
endoneurium. The latter usually shows an evolution 
quite different from that of the neurinoma, appearing 
at numerous points in the peripheral nerves while 
the neurinoma is usually single and centrally located. 
The neurinoma isa disturbance in development which 
appears at an early embryonic period, a time when 
the neuroblasts and the spongioblasts are not yet 
differentiated. JastTRAM (Z). 


Micotti, R.: Sacral Chordoma (Sul cordoma del 
sacro). Policlin., Rome, 1922, xxix, sez. chir., 265. 

Next to the base of the brain the sacral region 
is the most frequent site of chordoma. 

The first case of sacral chordoma was reported by 
Feldmann in 1910. 

Micotti reports the case of a man aged 53 years 
who had a fusiform tumor extending from the left 
sacral margin to the great trochanter. This growth 
was extirpated with much difficulty because of the 
presence of numerous ischiatic and sacral adhesions. 
The patient died soon afterward. 

According to Wegelin the malignancy of chordo- 
mata is evidenced by their destruction of the sur- 
rounding tissues, the infiltration of neoplastic ele- 
ments, the presence of blastomatous cells in the 
interior of the vessels, the large numbers of small, 
polyhedral cells without vacuoli which form periph- 
eral masses, the rich content of mucoid substance, 
and the abundant accumulation of glycogen. 

Although metastases were not apparent in the 
clinical examination in the author’s case, it cannot 
be stated that they were absent. Micotti believes 




















that none of the criteria mentioned by Wegelin is 
of absolute value in distinguishing between malig- 
nant and benign chordomata, and agrees with 
Pardi who stated that all chordomata should be 
considered malignant because they arise from em- 
bryonic rests. 

The number of known cases of sacral chordoma 
is small. The growth occurs more frequently in 
males than in females and reaches its greatest inci- 
dence between the forty-fifth and fifty-fifth years of 
age. As a rule the diagnosis requires microscopic 
examination. In most cases rapid development of 
the tumor has followed an injury. The early symp- 
toms are due to compression of the rectum and 
urethra, and are not different from those caused by 
other tumors from which the chordoma must be 
differentiated. W. A. BRENNAN. 


Wojciechowski, A.: The Sympathetic Nervous 
System and Surgery (Sympathisches Nerven- 
system und Chirurgie). Gaz. Ivk., 1921, lvi, 148 


The author gives a general review of the disturb- 
ances and diseases of the sympathetic nervous 
system of surgical interest. The greater number of 
articles in the literature deal with neuralgias of 
specifically burning character (causalgia) following 
trauma. The pain is not limited exclusively to the 
anatomical distribution of the nerves, there being 
tension and redness (less frequently, pallor) of 
the skin, increased sweating, attacks of pain due to 
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psychic influences, and frequently trophic disturb- 
ances. 

The therapeutic measures proposed include ex- 
cision of the sympathetic vascular plexus (Leriche), 
nerve resection, injections of cocaine or alcohol into 
the nerves, and resection of the posterior roots. The 
results of such operations must be judged very 
critically; the procedure of Leriche deserves con- 
sideration. 

Tinel’s findings in six cases show that the genesis 
of the condition is not necessarily dependent on 
trauma alone. Excision of the sympathetic vascular 
plexus has been carried out with very good results 
in Raynaud’s disease and for the relief of pain in 
gangrene following endarteritis obliterans and pain 
following freezing with badly healing ulcers. Ex- 
cision of the sympathetic fibers of the arteries of the 
thyroid gland has led to reduction in the size of goiter. 

Besides these operations on the peripheral sym- 
pathetic nerves, operations on the sympathetic 
ganglia are discussed. By excision of the superior 
cervical ganglia (Leriche) improvement was brought 
about in a case of progressive unilateral atrophy of 
the face, unilateral headache following herpes zoster 
was made to disappear, and inability to close the 
eye due to paralysis of the facial nerve was overcome. 
Jonnesco cured angina pectoris by excision of the 
two lower cervical ganglia and the upper thoracic 
ganglion on the left side. The relationship between 
angina pectoris and Raynaud’s disease is pointed out. 

Jurasz (Z). 


MISCELLANEOUS 


CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Davis, G. G.: Traumatic Orbitofacial Emphysema. 
Surg., Gynec. & Obst., 1922, Xxxiv, 761. 


Traumatic facial emphysema may occur following 
fracture of the nasal, lachrymal, ethmoid, or frontal 
bones or perforation of the dental canal and the 
roof of the antrum of highmore by a dental drill. 
External pneumatoceles may result from fracture 
of the frontal bone or from fracture or disease of 
bone in relation to the frontal or mastoid sinuses. 

The author reports a case of orbitofacial emphy- 
sema due probably to fracture of the thin walls of 
the frontal sinus associated with an increase in the 
air pressure of the buccal and nasal cavity caused 
by blowing the nose. Following a blow on the sacro- 
iliac region, the patient, a man aged 45 years, fell 
forward on the floor, striking his face. Bleeding 
from both nares was associated with contusion of 
the frontal region and swelling and discoloration of 
the bridge of the nose. When the patient blew his 
nose shortly after the injury considerable swelling 
suddenly developed in the forehead, the nose, both 
cheeks, and the eyes. On palpation there was a 


typical crackling sound and the air could be forced 





from one area to another. Pressure caused pitting. 
The X-ray plates showed no well-defined fracture, 
but revealed semilunar-shaped air spaces in the 
upper portion of both orbits and rather large pneu- 
matic areas in a thin-walled frontal sinus. The 
swelling gradually decreased and on the fourth day 
only a small area over the bridge of the nose crackled 
on pressure. An X-ray plate made eight days after 
the injury showed no semilunar-shaped air spaces in 
the orbits. Air in the tissues had disappeared also. 
Water C. BurKket, M.D. 


Miller, J., and Browne, F. J.: Extra-Genital 
Chorion-Epitheliomata of Congenital Origin. 
J. Obst. & Gynec. Brit. Emp., 1922, xxix, 48. 


The authors discuss at some length the embry- 
ology and pathology of extragenital chorion-epi- 
thelioma of congenital origin and report a new case. 

Although such tumors are usually related to preg- 
nancy, abortion, or hydatidiform mole, a number of 
cases have been reported in which such relation- 
ships could be positively excluded. The non-con- 
ceptional chorion-epitheliomata occur in both sexes 
but are more frequent in the male. A large per 
centage of such tumors develop in the testicle. The 
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ovary, the liver, and the mediastinum are situations 
in which they do not occur. 

The majority of these tumors, both in the male 
and female, arise from, or bear a direction relation- 
ship to, the teratomatous new growths. 

The case reported was that of a man 39 years of 
age, a patient at the Edinburgh Royal Infirmary. 
The conclusions drawn with regard to it are as 
follows: 

1. A testicular tumor as the primary source of 
the growth could be excluded with certainty in this 
case. 

2. The primary tumor was situated behind the 
liver and probably originated in an abnormally 
situated primitive germ cell. 

3. The latter, without fertilization, had under- 
gone development producing a teratoma which 
contained all three layers of the embryo plus tro- 
phoblast. 

4. The stimulus for the division of the positive 
germ cell (gamete) was probably found in the ab- 
normal (not ovarian or testicular) tissue by which 
the gamete was surrounded. 

5. The cause of the malignant transformation of 
the teratomatous formation may be found in the 
little understood disturbance of balance of internal 
secretions occurring in adult life and especially in 
middle life. Harvey B. MattHews, M.D. 


BLOOD AND LYMPH VESSELS 


Grégoire, R.: Asystole Due to Arteriovenous 


Aneurisms and Its Surgical Treatment (L’ 
usystolie provoquée par les anevrismes artério- 


veineux et son traitement chirurgical). Bull. et 


mém. Soc. de chir. de Par., 1922, xlviii, 530. 

Grégoire reports two cases. The first was that 
of a man 34 years of age who received a gunshot 
wound in the upper part of the thorax in 1914. A 
year later effort dyspnoea and heart murmur were 
noted. The heart was hypertrophied and hyposys- 
tolic. By tracing the course of the murmur a sub 
clavian arteriovenous aneurism was discovered. 
Following operation on the aneurism the asystolic 
phenomena disappeared. 

The second case was that of a man who was 
wounded by a shrapnel bullet in 1914 and developed 
an arteriovenous aneurism at the apex of Scarpa’s 
triangle on the left side. For a year he had had 
symptoms of cardiac failure and was confined to bed, 
the asystole being complete and associated with 
cyanosis, oedema of the lower limbs, enlargement 
of the liver, dyspnoea, etc. After operation on the 
aneurism the asystole disappeared in twenty-four 
hours. 

In Grégoire’s opinion the fatigue of the heart and 
the asystole due to forced cardiac effort necessitated 
by an arteriovenous communication have not been 
given sufficient attention in the textbooks. He has 
been able to find in the literature the reports of 
only five cases in which asystole disappeared after 
surgical treatment of an aneurism. 


INTERNATIONAL ABSTRACT OF SURGERY 


The slowing of the heart has been considered by 
some surgeons as contra-indicating operation but 
Grégoire believes that intervention on the aneurism js 
the best method of causing the disappearance of the 
asystole. His conclusions are as foliows: 

Arteriovenous aneurism causes an increase in 
pressure above the aneurism and hypertrophy of 
the Jeft side of the heart. Arterial dilatation results 
from this hyperpressure. 

Hypopressure is present only below the aneurism. 

The venous pressure generally increases when the 
heart becomes insufficient. 

Excess of effort caused by the increase of vascular 
pressure brings on cardiac failure and asystole. 

Even in apparently desperate cases operative 
treatment of the arteriovenous communication is the 
only method of curing the asystole. 

W. A. BRENNAN. 


Winslow, N.: Extracranial Aneurism of the Inter- 
nal Carotid Artery. Ann. Surg., 1922, xxv, 688. 


Of the carotid arteries the common carotid is 
most frequently the site of aneurism. According to 
Winslow, the interest in this affection lies not only 
in its rarity but also in the fact that it is apt to be 
mistaken for tonsillar abscess. In the differential 
diagnosis of lesions in this region consideration must 
be taken chiefly of aneurism of the extracranial 
portion of the internal carotid artery and abscess. 
Malignancy is rare. 

The history is of inestimable value. Digital ex- 
amination is always necessary. The symptoms are 
usually characteristic. A tumor pushes the tonsil 
inward toward the midline or across the pharyngeal 
cavity and presents as a circumscribed or somewhat 
diffuse, rounded, pulsatile swelling crowding into the 
fauces. Externally there may be no evidence of 
disease or there may be a fullness or a distinct 
tumor behind the angle of the jaw and in front of 
and below the ear. In the latter event pulsation is 
felt and on auscultation a souffle is heard over this 
area. With a finger inside the mouth and another 
on the neck, the mass is felt to be expansile. Both 
murmur and pulsation disappear when the common 
carotid is compressed against the vertebral column 
and re-appear immediately on release of the pressure. 
Arrest of the circulation causes a diminution in the 
size of the growth. 

Complaint is often made of an annoying roaring 
and buzzing in the ear, persistent, severe, and un- 
bearable hemicrania, vertigo, weakness, and other 
symptoms due to disturbance of the cerebral circu- 
lation. The swallowing of solids is sometimes im- 
possible, and usually is accomplished with difficulty. 
Liquid food is frequently regurgitated. Dyspnoea 
is acommon complaint. If the hypoglossal, glosso- 
pharyngeal, or vagus nerve is involved, the organ 
it supplies is paralyzed, as indicated by deviation of 
the tongue on protrusion, interference with swallow- 
ing, or hoarseness. In doubtful cases a diagnosis 
may be made with the aid of the aspirating needle. 
A dry tap does not eliminate aneurism as the point 
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of the needle may be plugged by a clot, but the 
withdrawal of pure blood is positive proof of the 
presence of an aneurism. Tapping is not recom- 
mended, however, unless a prompt operation 
can be done if a rupture occurs in the path of the 
needle. Aneurism of the internal carotid rarely 
points in the neck. 

A brief review of the development of the surgery 
of the carotid arteries is given. Winslow believes 
the operation of choice is occlusion of the internal 
carotid proximal to the sac. If this is impossible, 
ligation of the common carotid artery with ligation 
of the external carotid between its origin and first 
branch is indicated. If the external carotid is tied 
distal to a branch, the branch also must be occluded. 
After ligation the prognosis as regards operative 
recovery and permanent cure is fair. 

The author gives a list of cases reported in the 
literature, a table of nineteen cases observed by 
American surgeons, thirteen of which were operated 
upon, and a full report of a recent case of his own. 

E. C. RopitsHeK, M.D. 


La Roque, G. P.: A Wound of the Femoral Artery 
and Vein. Ann. Surg., 1922, lxxv, 705. 

This is the author’s second case. The first patient, 
whose case was reported previously, is today well, 
after a lapse of two years. The case reported in this 
article was treated by ligation of the femoral artery 
and vein above and below the site of injury and 
complete excision of the injured segments, slightly 
more than an inch of each vessel. The result is 
perfect, there being no evidence of ischemia of the 


limb, no impairment of function of the lower ex- 
tremity, and except for the absence of pulsation of 
the popliteal artery and vessels of the ankle and foot 
and the presence of a scar at the site of operation, 
no evidence that the limb had ever been injured or 


operated upon. The history of the case and the 
operation are given in full with illustrations. 
E. C. RopitsHek, M.D. 


Herff, E. P.: Elephantiasis Treated by the Kondo- 
leon Operation. Surg., Gynec. & Obst., 1922. 
Xxxiv, 758. 

In elephantiasis it is advisable to try every means 
to reduce the size of the limb before attempting 
surgical treatment. The Kondoleon operation con- 
sists in establishing a connection between the super- 
ficial and the deep lymphatics by permanently 
breaking the fascial walls lying between the muscles 
and the subcutaneous tissues and removing wide 
wedges of skin, fat, and deep fascia from both sides 
of the affected limb. Skin incisions over the joints 
are avoided in order to prevent scars in these areas, 
the subcutaneous tissues here being removed by 
undermining the skin. The thick waxy fascia is not 
sutured. In order to prevent painful adhesions the 
muscle is not broken. The lymphatic material is 
drained. 

It is better not to operate on both sides of the 
same limb at one operation. In the lower extremity 
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the outer side is operated upon first. After six weeks 
and after the discharging sinus has healed and the 
swelling has subsided, the inner side is operated upon. 
In this method there is less danger of injuring the 
saphenous vein. While drainage continues the limb 
is firmly bandaged, elevated, and dressed daily. 
It is not allowed to hang down and should not be 
used for at least one month after operation. The 
patient is warned that a complete cure is scarcely 
to be expected and that some support must be worn 
for the rest of his life. Light massage is given from 
time to time. 

The author briefly reports three cases in which he 
performed Kondoleon’s operation. He draws the 
following conclusions: 

1. The Kondoleon operation is a commendable 
surgical procedure and the only one that gives any 
decided relief. 

2. It is not a curative operation as the enlarge- 
ment tends to recur, especially if the extremity is 
unsupported. 

3. In most cases recurrence can be held in check 
much more readily than the original enlargement 
can be controlled. 

4. The patient is rendered decidedly more com- 
fortable and does not suffer from pain or ill effects 
following the operation. 

Wa ter C. Burket, M.D. 


SURGICAL DIAGNOSIS, PATHOLOGY, 
AND THERAPEUTICS 


Vaughan, E. M.: Bullet Wounds: Their Interpre- 
tation. J. Am. M. Ass., 1922, \xxviii, 1801. 


Careful study of a bullet wound will usually reveal 
the course of the bullet and its final destination. 
A bullet fired at long range and striking the skin at 
right angles will leave a round wound with seared 
edges but without a brush burn. 

If the missile strikes the skin at an acute angle to 
the presenting surface, the tissue is pushed until 
enough has been crowded up to permit its penetra- 
tion, and as the bullet skids or slides on the skin 
before entering it will cause a brush burn on the side 
of the wound from which it came. The longer the 
brush burn the shallower the penetration of the 
bullet. 

Until their force is expended, steel-jacketed and 
cupronickel lead-filled bullets travel straight ahead 
and are not deflected when they strike bone equally 
on all sides. 

Contact wounds are surrounded by a ring of pow- 
der or a burn of the skin due to the exploding gases. 
Gas wounds are contact wounds, and are gaping, 
extensive, ragged-edged wounds into which the 
exploding gases have entered through the opening 
made by the bullet and undermined the tissues, 
scorching and tearing them apart. They usually oc- 
cur where there are layers of soft tissues overlying 
bone, as in the scalp. 

Revolvers in common use, 0. 25, 0.32, 0.38, and 
©.45 calibers, flash about 4, 5, 7 and 9 in. respec- 
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tively. The area of smudge is of a deeper color and 
smaller diameter the closer the gun is held, and 
gradually increases in diameter and decreases in 
density of color up to the point of the greatest 
flash of the gun. H. A. McKnicur, M.D. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Neuhof, H., and Ziegler, J. M.: Experimental 
Reconstruction of the Esophagus by Granula- 
tion Tubes. Surg., Gynec. & Obst., 1922, xxxiv, 767. 


(Esophagoplasty for carcinoma of the oesophagus 
requires the resection. and replacement of segments 
of the duct. As the cesophagus has no serous coat 
and repair must take place through the formation of 
granulation tissue, leakage will occur until healing 
is complete. 

The author’s plan consists of a two-stage opera- 
tion. In the first stage a segment of the oesophagus 
is exposed through a vertical incision and packed 
off with gauze, the ends of which are brought out of 
the incision. In the second stage, a week later, this 
segment of cesophagus is resected obliquely and a 
soft rubber tube of the same diameter is sutured in 
place. As a rule a gastrostomy is also done at this 
time. If not, the patient is fed through an opening 
in the lateral wall of the tube. 

The first experiment on animals showed that at 
the end of a week a bed of granulation tissue had 
formed behind the gauze. A rubber tube was then 
put in place and the animal fed through an opening 
in the tube. Five days later the tube became loose 
and was removed. The lower end of the cesophagus 
was found firmly attached to the surrounding wall of 





(Esophagus 


End of first stage of operation. 
isolated from surrounding structures and packed off. In 
the actual operation, packings completely separate the 
organ from the trachea, great vessels, and muscles. 


Fig. 1. 
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Fig. 2. End of second stage of operation. A portion o! 
the cesophagus has been resected and replaced by a rubber 
tube sewed into place above and below. The tube bridging 
the gap lies on a bed of granulation tissue. 


granulation tissue. Autopsy on the eighth day 
showed that the posterior wall of the granulation 
tube had become covered with newly formed epi 
thelium similar to that of the normal cesophagus. 
Microscopic study showed termination of the mus 
cularis and mucous cells. Vascularization was more 
marked toward the free end. The new epithelium 
differed from the normal in that there were no 
papilla, it stained more deeply, the nuclei of the 
cells were round throughout, and active mitosis and 
polynuclear infiltration were present. 

In the second experiment the animal was able to 
take food by mouth at the end of two weeks, onl 
a small portion returning through the fistula, but 
regurgitation often occurred a few minutes after the 
food was swallowed. Autopsy one month later 
showed that the defect was occupied by a tube ot 
granulation tissue loosely attached to the surround 
ing tissues. There was no stenosis of the tube and 
the epithelial lining was complete. Microscopic 
examination revealed a mucous membrane similar 
to the normal. The papilla were well marked and 
there was a layer of tissue similar to the submucosa 
of the oesophagus. 

The third experimental animal was kept for seven 
months and fed soft food on account of a stenosis 
at the site of the tube. This stenosis was not pro 
gressive, but had narrowed the oesophageal lumen 
by about one-fourth. Autopsy showed the epi 
thelial layer to be complete. Drawing together of 
the oesophageal ends had reduced the defect by 
one-half. 

The authors conclude that the operation described 
is applicable to cases of carcinoma in the thoraci 
portion of the oesophagus through the posterior 
approach of Lilienthal. A granulation tube is formed 
which shows some stenosis but the latter is not 
progressive. WituiaM J. Pickett, M.D. 





























Miller, G. H., Bowing, H. H., and Stepp, L. L.: 
A Study of Experimental Pyloroplasty. Surg., 
Gynec. & Obst., 1922, xxxiv, 763. 

Eight dogs were used for the operation described. 
In order to secure a flap in which a free blood supply 
could be maintained, the proximal end of the duo- 
denum and the adjacent end of the stomach were 
opened by an incision begun on the ventral aspect 
of the duodenum about 3 cm. beyond the pyloric 
sphincter and the ventral wall of the stomach and 
extended to a point in the stomach about 4 cm. 
proximal to the pyloric ring. From this point two 
curved incisions were made almost to the greater 
curvature of the stomach to form a flap of the stom- 
ach wall the shape of a half crescent. This flap, 
which had a good blood supply at its base from one 
or two large branches of the right gastro-epiploic 
artery, was then drawn into the first incision, fasten- 
ed by its tip at the duodenal extremity of the incision 
and, after all redundant mucosa had been trimmed 
away, firmly fixed in its new location by a line of 
continuous sutures carefully placed so as to secure 
complete hemostasis and edge-to-edge approxima- 
tion without inversion. The incisions made in 
outlining the flap were then closed by lines of 
sutures extending to either side from the base of 
the flap. 

In four of the dogs the incisions were made 
through all the coats of the stomach and duodenal 
- walls. In the other four an exactly similar operation 
was done except that the incisions were made only 
to the submucosa. The recovery of the eight dogs 
was uncomplicated. At autopsy none showed ex- 
tensive peritoneal adhesions or other evidences of 
peritonitis. In all, it appeared that the pylorus had 
functioned normally. 

Other operations were performed to test the action 
of the pylorus in the presence of a decided enlarge- 
ment. The Heineke-Mikulicz operation slightly 
modified in that the sutured edges were not inverted 
was also done, and in two of the dogs the incisions 
were made only down to the submucosa. On another 
series of eight dogs the Rammstedt operation was 
done with the modification that a strip of the serous 
and muscular coats was resected to allow greater 
prolapse of the mucosa. Further tests were made to 
determine the importance of the muscular coats in 
the mechanical strength of the gastro-intestinal wall. 
Segments of the jejunum were removed from a dog 
just killed and the degree of pressure necessary to 
rupture them was determined under the following 
conditions; (1) when all the coats were intact; 
(2) when an incision was made through the serous 
and muscular coats down to the submucosa; and 
(3) when an incision was made from inside the lumen 
through the mucosa and submucosa, the muscle 
being left intact. Each of the tests was repeated 
three times. The conclusions arrived at by the 
authors on the basis of these experiments and tests 
were as follows: 

1. A plastic flap operation or the Heineke- 
Mikulicz operation gives temporarily a true enlarge- 
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ment of the pylorus if the edges sutured are not 
turned in. 

2. A normal pylorus enlarged by any of the pro- 
cedures described except the Rammstedt operation 
tends to return to its normal size. Whether a 
stenosed pylorus thus operated upon would return 
to its former stenosed condition or retain a lumen of 
normal size is still uncertain. 

3. A plastic flap operation is unsatisfactory be- 

cause it requires extensive incisions into the lumen 
of the canal and because of its tendency to retract 
and restore the divided pyloric sphincter. 

4. Under favorable conditions the enenstedt 
operation or so-called “partial pyloroplasty” is 
the most effective method of enlarging the pylorus. 
It has the advantage that it is the simplest operation 
vet devised for this purpose and does not require 
prolonged anzsthesia. The objections sometimes 
raised to it are: (1) the danger of haemorrhage from 
the exposed submucosa; (2) the danger of peritonitis 
from puncture of the mucosa; (3) recurrence of the 
stenosis; and (4) the danger of rupture at the weak 
spot created. The first two of these dangers can 
be avoided if extreme care is used in performing the 
operation. The third objection has already been 
answered clinically. The fourth is shown to be un- 
founded on account of the strength of the submucosa. 
The principle of the Rammstedt operation should 
not be confined entirely to cases of congenital 
stenosis but should be more generally applied in the 
surgery of the pylorus. FE. C. RosirsHex, M.D. 


LEGAL MEDICINE 


Reputation Not Deemed at Stake—Evidence and 
Questions in Sponge Case. Cochran et ux. vs. 
Gritman (Idaho), 203 Pac. R., p. 280. 


In affirming a judgment for $6,000 damages for 
injuries from the alleged negligent leaving of a 
gauze sponge in the abdominal cavity when an 
appendectomy was performed, the supreme court 
of Idaho stated that the defendant insisted on a 
new trial on account of certain alleged errors and 
urged consideration of the fact that above and 
beyond the pecuniary amount awarded by the jury 
the professional reputation and good name of the de- 
fendant as a physician and surgeon, which it had 
taken him a lifetime to build up, was at stake. The 
court did not take the view that this result usually 
follows a verdict of this kind or that it should do so. 
In view of the great number of operations performed 
by surgeons and the highly technical character of 
the work, it is greatly to the credit of the profession 
that comparatively few mistakes are made. The 
law requires only that degree of care which is 
ordinarily and commonly recognized as reasonable 
under the particular facts and circumstances of a 
given case. However, when unsatisfactory results 
follow an operation of this character, when it is 
claimed that they were the direct result of failure 
to exercise such reasonable care as is ordinarily 
used by surgeons under similar conditions, and when 
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competent proof is offered in support of such claim, 
the question of whether such care was used as the 
law requires becomes a question of fact to be deter- 
mined by the jury under proper instructions. 

The defendant contended that since this wound was 
septic and yet healed, and since all of the testimony 
of the experts was to the effect that it could not have 
healed if a foreign body had been left in contact with 
it, it is to be presumed that no such body was allowed 
toremain there. A case was cited in which it was held 
that when physical conditions are such as to pre- 
clude all reasonable probability that the testimony 
of a witness is true, it being contrary to well-known 
physical laws, the jury should be instructed to dis- 
regard such testimony. In the opinion of this court, 
however, that principle had no application to the 
facts and circumstances of the case at bar because 
the science of medicine and surgery has not reached 
such a state of perfection that it can be claimed that, 
since a given cause will produce a certain result, the 
failure of such result to follow proves that the 
cause does not exist. Moreover, there was substan- 
tial evidence in this case that the wound never healed. 

The court stated also that it was not misconduct 
for the counsel to read from medical authorities the 
questions he had asked the expert witnessess when 
the matter read in each instance was the same matter 
with only the slight variation necessary to put it in 
the form of a question and when the expert witnesses 
had stated that the book was a standard authority. 
All of the matter objected to was merely a state- 
ment in argument of questions propounded to the 
expert witnesses. It was urged that a hypothetical 
question asked of a surgeon called for his expert 
opinion with reference to the ultimate question for 
the jury to decide, but it may be put to the witness 
hypothetically whether, if certain facts testified to 
or shown to be within his own personal knowledge are 
true, he can form an opinion, and what that opinion 
is. This still leaves the ultimate fact for the jury’s 
decision, giving due weight to the opinion.. 

J. A. CASTAGNINO. 


Injury and Pre-Existing Disease under the Work- 
men’s Compensation Act. Springfield District 
Coal Mining Co. vs. Industrial Commission et al. (Ill.), 
132 N.E.R., p. 752. Rockford Hotel Co. vs. Indus- 
trial Commission et al. (Ill.), 132 N.E.R., p. 759. 


The supreme court of Illinois stated, in the first 
case, that an employee is entitled by the Illinois 
statute to be compensated for every accidental 
injury suffered in the course of his employment and 
arising out of that employment. If an injury sus- 
tained is the proximate cause of the incapacity for 
which compensation is sought, the previous physical 
condition of the employee is unimportant and he 
may recover for permanent incapacity which re- 
sults from an accident independent of pre-existing 
disease. 

He is not entitled to compensation for a condition 
resulting from a pre-existing disease and not from 
an injury suffered in the course of employment and 
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arising out of it but if there was a pre-existing 
disease he is entitled to recover for all the conse- 
quences attributable to the injury in the accelera- 
tion or aggravation of such disease. Such aggrava- 
tion or acceleration, permanent and progressive in 
its nature, will entitle the employee to compensa- 
tion to the extent and in the proportion in which 
the pre-existing disease is increased or aggravated. 

A mere predisposing physical condition does not 
affect the right to compensation. If an accident 
results in a lesion or a new condition of which it is 
the proximate cause, there may be recovery of 
compensation, regardless of predisposing conditions 
making the employee more susceptible to the injury. 

Under these rules, the previous condition of the 
employee who, in this instance, had myocarditis 
before he was injured, was a material circumstance 
to be considered in ascertaining whether his condi- 
tion of total and permanent disability resulted from 
the accident suffered in the course of his employ- 
ment and arising out of it, or from the disease, and 
if frcm both, the proportion in which the accident 
contributed. For the proper ascertainment of this, 
the case was remanded. 

The second case was that of an employee who had 
some disease, mild in form, which caused spasms or 
convulsions of not very frequent occurrence, and 
who fell into an ash pit, was badly burned, and died 
about three months later. The Industrial Com- 
mission made an award to his widow, but a court 
set it aside. In reversing the judgment of the court 
and directing that it confirm the award, the supreme 
court of Illinois stated that some courts hold that 
when an employee is seized with a fit and falls to 
his death, the employer is not liable because the 
injury did not arise out of the employment. A 
majority of the courts, however, American and Eng- 
lish, hold that if the injury was due to the fall, the 
employer is liable even though the fall was caused 
by a pre-existing idiopathic condition. In the case 
under consideration the employee died from the 
burns he received from falling into the pit and not 
from his pre-existing disease. J. A. CAsSTAGNINO. 


Liability of Hospital for Negligence of Nurse in 
Administering a Hypodermic. Malcolm 2: 
Evangelical Lutheran Hospital Association (Neb.), 
185 NV.W.R., p. 330. 


In this case the court held that a hospital incor- 
porated and conducted for private gain is liable to 
patients for the negligence of nurses and other 
employees, and that a hospital built and maintaine< 
by a private subscription and the subscription of 
stockholders, which declares dividends to its stock- 
holders and usually charges reasonable fees for ser- 
vices rendered, is not an eleemosynary institution 
but run for private gain and is responsible for the 
negligence of a nurse acting within the scope of her 
duties. 

The plaintiff was a young man in robust health 
who was treated for hernia. About an hour before 


the operation one of the hospital nurses inserted a 














hypodermic needle at a point near the elbow of his 
right arm and administered an injection preliminary 
to the anesthetic to follow. The plaintiff then expe- 
rienced a severe pain which extended down into his 
hand and fingers. On regaining consciousness after 
the operation he complained of pain in his hand and 
elbow and from that time onward his hand was never 
entirely free from pain and discomfort and both his 
hand and arm became impaired and deficient in 
strength. A physician who made an examination of 
the injured member and inquired thoroughly into 
the history of the case traced the injury back to 
the hypodermic given at the hospital. 

The court stated that, taking into consideration 
the health and strength of the plaintiff and the fact 
that his deficiency or weakness dated solely from the 
injection of the hypodermic, it was plainly apparent 
that the administration of the hypodermic injection 
by the nurse was responsible for the injury: 

J. A. CASTAGNINO. 





Overlapping of Bones Indicative of Negligence. 
Pelky vs. Kivlin (N.Y.), 191 N.Y., Supp., p. 428. 
The plaintiff was under the defendant’s care in a 
hospital for seven weeks for treatment of a fracture 
of the leg. The defendant contended that at the 
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expiration of that time there was no union of the 
bones. There was evidence that it was “‘an exception 
to have a case go seven weeks without knitting.” 

The defendant offered no explanation of this unu- 
sual result. On the other hand the plaintiff testified 
that the defendant told him from time to time that 
the bones were uniting and that the leg was pro- 
gressing satisfactorily. From the evidence of the 
plaintiff and his wife and one of the hospital nurses, 
it appeared that there was an unusual protuberance 
on the leg when the plaintiff left the hospital. When 
he returned about a month later it was admitted 
that there was an overlapping of the bones, and this 
condition continued until the second operation, 
which gave a satisfactory result. There was no. 
evidence of contributory negligence except that the 
defendant testified that the plaintiff left the hospital 
prematurely and contrary to his orders. This was 
denied by the plaintiff, who stated that the defend- 
ant told him he might go home and should return 
in about a month. 

The court stated that it was within the province 
of the jury to say that the result was due to the neg- 
ligence of the defendant, especially as the second 
operation removed the difficulty and left the plain- 
tiff in a normal condition. J. A. CAsTAGNINO. 











UTERUS 


Heitz, J.: Hypertension and Uterine Fibromata 
(Hypertension et fibromes utérines). Bull. Acad. de 
méd., Par., 1922, \xxxvii, 422. 


The frequency of hypertension in women with 
uterine fibromyomata is given by Vaquez as follows: 

Of 308 women showing an arterial tension above 
18 (Riva-Rocci), nine had undergone hysterectomy 
for fibroma and twenty-two still had fibromata. 
Of 208 women whose pressure tested on several 
occasions was above 16-10, forty-five had fibromata 
or had been treated for them and _ twenty-nine 
showed a permanent pressure higher than 20-11. 

From a study of the coincidence of hypertension 
and fibromata Heitz draws the following conclusions: 

1. Radical operative procedures should be 
abandoned in cases of fibroma with haemorrhages. 
These hemorrhages have a useful function as they 
oppose the progress and noxious effects of hyper- 
tension. The indications in such cases are rather for 
radiotherapy. 

2. The functional circulatory capacity should be 
determined in all cases of fibroma. It must not be 
thought that medical duty ceases when the hemor- 
rhages are arrested and the volume of the fibroma is 
reduced. Even if the tension is then normal it may 
become elevated in the following months either 
temporarily or permanently. Sometimes this evo- 
lution will be manifested only after one or several 
years. Therefore regular and prolonged supervision 
of all such cases is of importance. By the avoidance 
of fatigue, by a suitable diet, and by other physical 
measures and, in severe cases, by small monthly 
venesections, the renal, cerebral, and cardiac com- 
plications which so frequently develop in permanent 
arterial hypertension will be retarded and the period 
of toleration prolonged W. A. BRENNAN. 


Pastor, M.: A Case of Fibromyomatous Uterus 
Retaining a Dead Foetus for Several Months 
(Un caso de ftero fibromiomatoso con retencién du- 
rante algunos meses de un feto muerto in fitero). 
Policlin., Valencia, 1921, viii, 649. 

The patient was a multipara with metrorrhagia 
and what appeared to be a large uterine fibromyoma. 
Further examinations suggested a pregnancy which 
had been interrupted about the third month, a 
diagnosis substantiated by the elimination of frag- 
ments of bone through the vagina. 

A subtotal hysterectomy was done. When the 
uterus was opened the skeleton of a foetus of about 
four and one-half months was found lying between 
two submucous fibromyomata with its cephalic 
pole low. The upper myoma was implanted in the 
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fundus of the uterus and the lower in the segmenta| 
portion of the uterus and so situated as to occlude 
the internal orifice of the cervix completely. 

The author states that the metrorrhagia was due 
to the tumor and that in a dead foetus less than five 
and more than two months old putrefaction is the 
only change that can occur when the uterus is in 
fected. W. A. BRENNAN. 


Hinrichs, R.: The Operability of Uterine Cancer 
(Zur Operabilitaet des Uteruskrebses). Zentralh/ 
f. Gynaek., 1922, xlvi, 373. 

At the suggestion of Winter, the author reviewed 
the cases of uterine carcinoma treated at the Kiel 
Gynecological Clinic from tg10 to July 1, 1921, 
with the exception of the years 1911, 1912, and 1914 
Cases were designated as operable in which clinically 
the carcinomatous proliferation seemed to be limited 
to the uterus or the parametrium was not infiltrated 
sufficiently to make a vaginal or abdominal operation 
very difficult technically. Cases were considered 
inoperable in which the carcinomatous infiltration 
had extended to the surrounding tissues and the 
uterus was fixed. Sixty-seven per cent of the cases 
were operable and 33 per cent were inoperable. The 
number of inoperable cases increased 6.4 per cent 
from 1913 to to18 and 18 per cent from 1910 to 
1920. HANDOoRN (Z). 


ADNEXAL AND PERI-UTERINE CONDITONS 


Beuttner, O.: Transverse Wedge Excision of the 
Fundus of the Uterus Preparatory to the Bilat- 
eral Extirpation of Diseased Adnexa (Die trans- 
versale fundale Keilexcision des Uterus als Vorakt 
zur Extirpation doppelseitig erkrankter Adnexe). 
Arch. f. Gynaek., 1922, Cxv, 461. 

The author briefly describes his conservative 
treatment of inflamed adnexa which he first pub- 
lished in 1908 and reports twenty-two new cases 
similarly operated on. The method consists essen- 
tially in preliminary wedge excision of the fundus 
of the uterus. Following ligation of the uterine 
arteries, the wedge excision of the fundus of the 
uterus is done with hemisection of the wedge and 
the wound is closed. The tubes are then extirpated 
with conservation of the healthy ovarian tissue and 
tying of the broad ligament. The sutured wound in 
the uterus is then covered with peritoneum. 

This operation should be performed only under 
the following conditions: (1) when the patient is 
young; (2) when the tubal affection is bilateral; 
(3) when normally functioning ovarian tissue can 
be conserved; (4) when the changes are in the fun- 
dus of the uterus; and (5) when the changes in 
































the adnexa are so marked that it appears justifiable, 
in order to simplify the technique, to extirpate the 
adnexa according to the principles of Faure, i.e., 
from the middle line of the pelvis outward and from 
below upward. Dumont (Z). 


Botin, F.: Ectopic Pregnancy Followed by Tubal 
Abortion; Expulsion of the Foetal Skeleton 
Through the Urethra (Gestacién ecté6pica seguida 
de aborto tubérico; expulsién por la uretra del 
esqueleto fetal). Arch. de ginec., obst. y pediat., 
1922, XXxV, 65. 

The patient was a woman aged 63 vears. Her 
history indicated an extra-uterine pregnancy followed 
by tubal abortion occurring at about her thirtieth 
vear of age when the foetus was about five months 
old. The foetus was then carried in the abdomen as 
a foetal cyst. The condition for which Botin was 
consulted was a chronic ascending kidney infection 
(purulent pyelonephritis). For this and the result- 
ing urinary intoxication the only operative proce- 
dure which was practical because of the patient’s 
condition was hypogastric section and incision of the 
bladder. According to the history of the case as 
furnished by the patient’s family physician numerous 
remnants of a foetal skeleton had been discharged 
through the urethra within the previous six months. 
The bones were easily identified as belonging to a 
five-months’ foetus. 

When the bladder was opened a large calculus was 
found encrusted upon a piece of bone. The site of a 
previous perforation of the bladder wall could be 
easily made out by the exploring finger. The bladder 
was drained but the uramia progressed to the point 
of complete anuria and the patient died forty-eight 
hours after the operation. W. A. BRENNAN. 


Zarate, E., Rojas, D. A., and Widakovich, V.: A 
Case of Extra-Uterine Pregnancy with Living 
Foetus at Term Operated upon During False 
Labor Pains with Survival of the Mother and 
Child (Sobre un caso de embarazo extrauterine 
con feto vivo y de términe, operado durante el 
falso trabajo de parto, con madre e hijo vivos). 
Semana méd., 1922, XXix, 453. 

In the second month of pregnancy the patient, 
a II-para aged 26 years, had a hemorrhage accom- 
panied by pain and nausea but the pregnancy con- 
tinued normally. In the seventh month coagulum 
was expelled through the vagina. A thorough exam- 
ination at this time led to a diagnosis of extra- 
uterine pregnancy at term with false labor pains. 
A median laparotomy was therefore done. The 
isthmic part of the right tube was found to consti- 
tute part of the foetalsac. The foetus was extracted 
alive with its membranous covering. 

When the foetal sac was opened a large quantity 
of amniotic fluid escaped into the abdominal cavity. 
The sac and placenta, which were firmly adherent to 
the sigmoid colon and rectum, were freed from their 
adhesions and removed with about 5 or 6 cm. of 
the tube and the right ovary. The operative 
wounds were sutured and drained. 
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The foetus weighed 2,860 gm. It showed several 
deformities, chief of which was failure of develop- 
ment of the neck. The specimen removed (placenta 
and sac) weighed 850 gm. Anatomical examination 
demonstrated that the condition was a tubo-ab- 
dominal pregnancy. 

According to the authors, the cardinal points for 
the diagnosis of extra-uterine pregnancy at term 
with a living foetus are: diffuse abdominal pain in 
the early weeks; absence of two or three menstrual 
periods; the symptoms of rupture with or without 
external hemorrhage; increased weight in the lower 
abdomen; foetal movements perceived by the mother 
in a more superficial situation than the normal and 
provoking pain; and false labor pains. 

According to Sithnar’s statistics the maternal 
mortality in advanced cases of extra-uterine preg- 
nancy up to 1886 was 33 per cent; from 1887 to 1890, 
40 per cent; from 1891 to 1895, 27 per cent; and 
from 1896 to 1902, 17 per cent. The recent de- 
crease is attributed to improvement in obstet- 
rical technique and the restriction of operative 
measures to laparotomy since the time of Lawson- 
Tait. The maternal mortality of marsupialization 
was formerly 45 per cent, the principal causes being 
infection, haemorrhage, and intestinal fistula. When 
the placenta was removed the mortality fell to 15 
per cent. In the past ten years it has been 25 per 
cent; with direct elimination of the placenta, 10.5 
per cent; and with indirect elimination of the 
placenta, 5.2 per cent. W. A. BRENNAN. 


EXTERNAL GENITALIA 


Cherry, T. H.: Secondary Perineal Repair: Descrip- 
tion of a Simple Technique. Surg., Gynec. & 
Obst., 1922, Xxxiv. 803. 


In normal delivery the posterior segment of the 
pelvic outlet is distended and thinned by the 
presenting part but as a rule this leads to no serious 
damage. When there is disproportion and _ inter- 
ference is practiced, deep lacerations usually occur 
and may involve the trigonum down to and through 
the sphincter ani. Improper union of the triangular 
ligament is followed by eversion of the vaginal 
outlet and a general lowering of tone of the entire 
perineal body. When pregnancies follow one another 
in rapid succession without sufficient time for com- 
plete involution of the perineum the puborectalis 
muscles and the triangular ligament become 
stretched, thinned out, and separated from their 
insertion, with resulting general relaxation of the 
entire pelvic outlet leading to rectocele, cystocele, 
retrodisplacement, and partial uterine prolapse. 

The operative technique used by the author in 
over fifty cases is as follows: 

The mucocutaneous junction of the vulva is 
opened up between the openings of the Bartholin 
ducts on each side and after a line of cleavage is 
found the mucous membrane is dissected up. By 
lateral dissection with gauze, the puborectalis mus- 
cles and their sheath are exposed. The separated 
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muscles are then brought together with interrupted 
No. 2 chromic gut sutures. After the excision of a 
A-shaped portion of the excess of vaginal mucous 
membrane the edges are approximated by a con- 
tinuous submucous suture until the cutaneous 
junction is reached. There then remains a space 
bounded posteriorly by the approximated levator 
muscles, above by the approximated vaginal mucous 
membrane, and anteriorly by the cut edges of the 
triangular ligament and the skin perineum. To 
obliterate this dead space a suture is passed through 
the left upper angle of the triangular ligament, then 
through the midportion of the approximated levator 
muscles, and then through the right upper angle of 
the triangular ligament. The edges of this ligament 
and the skin perineum are next approximated, the 
latter by a subcuticular stitch. H.W. Frvk, M.D. 


MISCELLANEOUS 
Forsdike, S.: Sterility. Practitioner, 1922, cviii, 243. 

In this discussion the author considers only pri- 
mary sterility and its treatment insofar as it con- 
cerns the family physician. 

A complete physical examination of both the man 
and the woman is of course the first essential. 
Microscopic examination of the ejaculation of the 
male is also necessary. 

The author calls attention to what he terms 
“selective sterility” —incompatibility of the pair 
even though they are anatomically and physiolog- 
ically normal. The causes of sterility in the female 
are given in detail and are those usually cited. 

The treatment to be given by the general prac- 
titioner is medical. Pluriglandular therapy with 
local treatment yields the best results. Ovarian ex- 
tract alone is of very little value. 

Harvey B. MAttruews, M.D. 


Fonseca: Urethro-Perineal Urinary Fistulz (Con- 
sidérations sur les fistules urinaires urétro-périneales). 
J. durol. méd. et chir., 1922, xiii, 249. 


The author classifies his cases into three groups. 
The first includes those in which a fistula leads into 
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a urinary abscess and a urethral stricture is present 
In such cases it is necessary to destroy the abscess 
cavity, to perform a urethrotomy, and to keep the 
tract dilated. The second group of cases includes 
those with a fistula into a urinary abscess and 
gonorrhceal cowperitis without urethral stricture. 
The third group includes those with fistula into a 
urinary abscess in the presence of a general infection 
of the urinary tract. Each case demands active 
surgical intervention. Loyat E. Davis, M.D. 


Engelmann, F.: Varicocele of the Broad Ligament 
and Its Clinical Significance (Die Varicocele des 
Ligamentum latum und ihre klinische Bedeutung). 
Zentralbl. f. Gynack., 1922, xlvi, 3209. 

The author describes a disease picture which has 
received little or no mention in the German text- 
books, but has been known in the French literature 
for a long time. In this condition the venous plexus 
in the broad ligaments shows a pathologic dilata- 
tion similar to varicocele in the male. The term 
‘“‘varicocele of the broad ligament” is therefore 
proposed for it. 

In pronounced cases there is a characteristic 
syndrome, consisting chiefly of abdominal pain which 
is made worse by standing, walking, defecation, 
and sexual stimulation, namely, conditions which 
favor hyperemia. Pregnancy and changes in the 
position of the genital organs must be regarded as 
responsible for its development. The venous dilata- 
tions in the broad ligament are frequently associated 
with changes in the ovary (inflammation and small- 
cyst degeneration), but often are the only patho- 
logic lesion found. 

In light cases the treatment consists in measures 
to decrease the venous congestion. In severe cases 
operation is indicated, the nature of the procedure 
being dependent upon the findings. Frequently cor- 
rection of the position of the uterus is sufficient but 
in other cases extirpation of the adnexa is necessary 
Up to the present time positive results have not 
been obtained by ligation of the veins similar to 
that done in the treatment of varicocele in the male 

Martius (Z). 























PREGNANCY AND ITS COMPLICATIONS 


De Wesselow, O. L. V.: Some Chemical Observa- 
tions on the Toxzmias of Pregnancy. J. 
Obst. & Gynec. Brit. Emp., 1922, xxix, 21. 


The author’s report is not concerned with the 
etiology of eclampsia and the allied toxemias of 
pregnancy, but deals with the results of an attempt 
to estimate the value of chemical methods of in- 
vestigating these conditions. 

The available methods of estimating renal and 
hepatic function are discussed at length. Two 
distinct types of defects of renal function are known, 
one characterized by inability on the part of the 
kidney to excrete substances for which there is a 
renal threshold and the other characterized by 
inability of the kidney to deal with non-threshold 
substances. “The typical threshold substance is 
sodium chloride and the typical non-threshold sub- 
stances are urea and other nitrogenous waste 
products. Defective elimination of sodium chloride 
is the characteristic of hydreanic or parenchymatous 
nephritis, while failure to excrete urea and other waste 
nitrogenous products is typically seen in azotemic 
or interstitial nephritis.” In addition, estimations 
of the total non-protein nitrogenous substances of 
the blood, of the diastolic index of the urine, and of 
the blood pressure yield further information as to 
the condition of the kidney. 

In dealing with hepatic function we are more or 
less at sea for we have no very accurate chemical 
method of estimating the degree of hepatic failure. 
The author has endeavored to show that by a chem- 
ical examination of the blood plasma and urine to- 
gether with blood-pressure readings we can obtain 
very definite and helpful data which will aid 
materially in the treatment and prognosis of the 
toxemias of pregnancy. 

The material for this study was obtained from 
twenty-nine cases of normal pregnancy in St. Thom- 
as’ Hospital, London. The following conclusions 
are drawn: 

1. There is no definite evidence that in the tox- 
emias of pregnancy we can detect chemically the 
presence of a liver lesion per se. 

2. There is no chemical evidence of the existence 
of a hepatic toxemia of pregnancy as distinct and 
separate from a nephritic toxemia of pregnancy. 

3. Chemical examination of the blood is of very 
definite value in indicating what form of treatment 
is indicated and to what extent the life of the mother 
is endangered. 

4. Lacking methods of estimating hepatic func- 
tion, we must be guided by the known renal efficiency 
tests in the management of the toxemias of preg- 
nancy. Harvey B. MatrHews, M.D. 
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Paddock, C. E.: Hyperemesis Gravidarum. Surz., 
Gynec. & Obst., 1922, Xxxiv, 633. 

The late vomiting of pregnancy is one of the 
multiple manifestations of toxemia, and may call 
for the attention of the gynecologist, the opthal- 
mologist, the internist, the physiochemist, and the 
neurologist as well as the obstetrician. 

The vomiting of early pregnancy may be divided 
for convenience into three stages: 

1. The nausea with slight vomiting of mucus 
which comes on soon after the first missed menstrual 
period. 

2. The stage of constant nausea in which all 
foods are rejected, the vomitus contains bile and 
blood, the urine becomes scanty and contains al- 
bumin, casts, diacetic acid, and acetone, and the 
skin becomes dry and hot though there is little, if 
any, rise in the temperature. 

3. The marked acidosis in which the vomiting 
may be decreased and there is more or less delirium; 
the urine is scanty and shows an increase in casts, 
blood, and albumin; and there is a slight rise in 
temperature. Frequently all vomiting ceases, and 
the patient seems to be recovering, but the damage 
already done the liver and kidneys is so great 
that death results. 

Hyperemesis gravidarum in early pregnancy is 
rare, but vomiting in early pregnancy is not unusual 
and the two conditions must be differentiated. 
The psychic element plays an important part in the 
treatment of the vomiting of pregnancy, but it 
must not be forgotten that a so-called physiological 
vomiting may become ahyperemesis through neglect. 

Termination of the pregnancy is the last resort 
in the treatment of hyperemesis gravidarum. The 
author reports the histories and treatment of three 
cases by duodenal tube feeding. To Paddock’s 
knowledge, this is the first report of such treatment, 
and while three cases are not sufficient to prove its 
value he is convinced that the method has its place. 

C. H. Davis, M.D. 


Paddock, C. E.: The Treatment of Hyperemesis 
Gravidarum by the Duodenal Tube. J. Am. 
M. Ass., 1922, Ixxviii, 1611. 


The condition of the patient when she entered 


the hospital on March 4, 1922, was alarming. She 


was in a state of exhaustion, her skin was hot and 
dry, her lips were parched, and vomiting of blood 
was almost continuous. Her temperature was 99 
degrees F., her pulse from 136 to 150, her respiration 
24, and her blood pressure 118 systolic and 68 
diastolic. 

On March 5 the duodenal tube was passed into 
the stomach. The patient was restless during the 
night, gagging most of the time. When the tube 




















306 


was in the duodenum she was fed for one hour by 
the slow drip a 5 per cent glucose and 2 per cent 
aqueous solution of sodium bicarbonate. This 
formula was used through the day at three-hour 
intervals. 

With the entrance of the tube into the duodenum, 
the patient was relieved almost immediately, the 
eructation of gas becoming less frequent and the 
distress less painful. 

On March 7, feeding at three-hour intervals was 
continued through the day with a formula con- 
sisting of 2 oz. of a 5 per cent glucose solution, 
3 oz. of milk, 3 oz. of water, and 15 gr. of a bromide. 

On March 8 and g feeding by the tube was con- 
tinued, the formula being supplemented by milk, 
maltose, fruit juice, and eggs besides physiological 
sodium chloride solution. These feedings were re- 
tained. The temperature was then normal, the 
pulse r1o, and the respiration 20. 

On March 13 the tube was removed and the 
patient fed by mouth. On the removal of the tube, 
recovery continued easily and rapidly. 

The principal indication for the use of the duo- 
denal tube is the loss of weight due to starvation or 
dehydration of the tissues, in other words, the de- 
pleted condition that arises from the excessive 
vomiting. Epwarp L. Cornett, M.D. 


Novak, E.: Hydatidiform Mole and Chorio-Epithe- 
lioma: A Clinical and Pathologic Study. J. 
Am. M. Ass., 1922, xxviii, 1771. 

Statistics on the occurrence of hydatidiform mole 
exhibit wide variations. One authority gives an 
incidence 240 times as great as that given by an- 
other. The figures of most writers indicate that 
about 50 per cent of all cases of chorio-epithelioma 
follow hydatidiform mole. Novak is strongly in- 
clined to the opinion that statistics in the literature 
exaggerate the frequency with which hydatidiform 
moles become chorio-epitheliomatous. When one 
considers, on the one hand, the frequency with which 
cases of hydatidiform mole are overlooked or not 
reported, and on the other hand, the relative rarity 
of chorio-epithelioma, it seems certain that the 
percentage of cases of mole followed by malignancy 
-must be very much smaller than has been generally 
supposed. 

The characteristic clinical picture of hydatidiform 
mole is the occurrence of bleeding in early pregnancy 
and a uterus which is disproportionately large for 
the supposed stage of the pregnancy. The bleeding 
occurs usually about the second or third month, is 
more or less continuous, and may be very profuse. 
There is little or no complaint of pain. 

Also in cases of chorio-epithelioma the most con- 
stant symptom is uterine hemorrhage. As soon as 
necrotic changes occur in the tumor—and this is 
quite early—an offensive vaginal discharge makes 
its appearance. This is thin and watery in con- 
sistency and of a brownish or bloody color. In the 
late stages it is extremely foetid. Metastasis into 
the vulva, vagina, and lungs occurs early. 
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The histologic features of mole and chorio-epi- 
thelioma are identical with those seen in normal 
pregnancy and similar to the normal trophoblast. 
It seems to be evident that both hydatidiform mole 
and chorio-epithelioma arise from the cells of the 
mother. It is extremely difficult to distinguish 
malignant tendencies in hydatidiform moles from 
the microscopic picture alone, and curettage for 
diagnosis is exceedingly hazardous. 

The author distinguishes two fundamental types 
of chorioma: (1) chorioma benignum or hydatidi- 
form mole, and (2) chorioma malignum or chorio- 
epithelioma. 

In the great majority of cases thorough evacua- 
tion of the uterus will cure hydatidiform mole. 
If bleeding persists it is best to perform a pan- 
hysterectomy. H. W. Fink, M.D. 


Black, H. A.: Chorionepithelioma. Colorado Med., 
1922, Xix, I13. 

The etiology of chorionepithelioma is unknown 
but the author believes it is associated with a defi- 
ciency in the resistance of the tissues to proliferation 
of the embryonic elements. Pregnancy is not an 
essential prerequisite since the condition may occur 
in the male. There is no particular age limit but 
in the female it develops more frequently near the 
extremes of the menstrual period. 

The diagnosis should be suspected in all cases of 
bleeding following hydatid mole, and when, follow- 
ing pregnancy and labor, the uterine bleeding in- 
creases in frequency and amount. 

The treatment is radical operation without pre- 
vious curettage. The prognosis is always grave. The 
author reports three cases. RR. E. Curistie, M.D. 


LABOR AND ITS COMPLICATIONS 


Le Roy des Sarres: Slight Pelvic Narrowing; Rupture 
of the Vagina, Cervix, and Lower Portion of 
the Uterus Following the Manipulations of a 
Midwife; Infection; Extraction of the Foetus 
and Hysterectomy; Recovery (Leger retrécisse- 
ment du bassin; déchirure du vagin, du col et du 
segment inférieur de l’utérus a la suite de manoeuvres 
exercées par une matrone; infection; extraction d’un 
enfant mort et putrefié par les voies naturelles; 
hystérectomie abdominale; guérison). Bull. Acad. 
de méd., Par., 1922, Ixxxvii, 455. 

The case reported was that of a woman of 35 years 
who entered the hospital with a history of labor 
pains for three days and prolonged manipula- 
tions by a midwife. Examination showed a tear of 
the posterior vaginal wall, several tears in the cervix 
extending upward, and a dead foetus presenting by 
the shoulder. The amniotic fluid escaping was 
infected. The patient’s general condition was very 
poor. There was no doubt that the lower part of the 
uterus was ruptured. 

The intervention decided upon was a laparotomy 
and the performance of version by an assistant by 
internal manceuvres while the surgeon watched the 
uterine rupture and protected the abdominal cavity. 














The rupture of the uterus, about four finger-breadths 
in length and beginning at the vesico-uterine cul-de- 
sac was found in the anterior median line. The 
manceuvre as planned succeeded and the uterus was 
then removed by a subtotal hysterectomy with care 
to close the cervix securely. After a stormy post- 
operative course the woman recovered. 

This case is interesting for two reasons: (1) the 
good result obtained by an abdominal hysterectomy 
on an infected patient whose condition was par- 
ticularly poor; (2) the technique employed, extrac- 
tion of the foetus by the natural route in order not to 
increase the existing peritoneal infection. 

Cesarean section with suture of the rupture was 
not done because the severe infection of the uterus 
indicated hysterectomy. The version was possible 
because the pelvic narrowing was slight, and even if 
the uterine rupture were increased by this manoeuvre 
it mattered little in a uterus which was about to be 
removed. If the version had failed, a hysterectomy 
would have been done without opening the uterus. 

W. A. BRENNAN. 
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De Lee, J. B.: The Newer Methods of Czsarean 
Section. J/linois M. J., 1922, xli, 341. 


The newer methods of cesarean section are the 
extraperitoneal method of Latzko and the intra- 
peritoneal low cervical incision. Many surgeons use 
the latter because its technique is easier. The author 
uses it only for infected young women, and the Porro 
cesarean for infected older women. 

The advantages of the intraperitoneal low uterine 
and cervical incision are summarized as follows: 

1. The mortality in clean cases is no higher, and 
in possibly infected cases is much lower than that of 
the extraperitoneal operation. 

2. The morbidity is much lower in clean or 
possibly infected cases. 

3. Abdominal complications are few. 

4. There is less danger of rupture in subsequent 
pregnancy and labor. 

5. The operation has a wider field of application. 

6. It often obviates craniotomy, Porro cesarean 
section, or pubiotomy, and may give a real test of 
labor. R. E. Curistre, M.D. 














ADRENAL, KIDNEY, AND URETER 


Keyser, L. D., and Foulds, G. S.: The Extension of 
Hypernephroma by Way of the Renal Vein. 
J. Urol., 1922, vii, 463. 


A hypernephromatous kidney with extension of 
the tumor into the renal vein was removed at 
the Mayo Clinic. This was studied with the hope of 
discovering: (1) the point at which the vein was 
invaded, (2) the manner of its invasion, (3) the 
effect of the growth on the structure of the venous 
wall, and (4) whether or not the tumor had invaded 
other routes, such as the arterial or lymphatic. 

The entire upper pole of the kidney consisted of 
a mottled yellowish solid tumor traversed by 
fibrous bands which gave it a somewhat nodular 
appearance. A lappet of tumor tissue extended in- 
to the renal pelvis. On microscopic section the 
growth showed typical hypernephroma morphology. 

The renal vein at the hilum was invaded by the 
growth. The renal artery and vein were dissected 
out to their terminal ramifications which entered 
the walls of the renal sinus. Blocks of tissue which 
included these ramifications for a distance of 1 cm. 
into the substance of the kidney were excised. A 
number of sections from the artery and vein at 
different points in their course from the kidney out- 
ward were studied. The arteries exhibited nothing 
unusual. Cross-sections of the renal vein, however, 
showed some interesting phases of the extension 
of hypernephroma by this route. 

A section taken from the renal tissue at the point 
of emergence of one of the smaller radicles of the 
renal vein contained a small vessel 0.5 by o.1 mm. 
in size which was lined by endothelium and had a 
definite wall of fibrous tissue separating it from the 
surrounding tumor tissue. No muscle elements 
could be made out, and there was no internal elastic 
membrane. Hence the structure was either a 
venule or lymph vessel, probably the former. The 
lumen of the vessel was filled with free-lying tissue 
which consisted of cells and stroma identical in 
morphology with that of the tumor tissue seen 
elsewhere. A number of sections through this block 
showed that the endothelial wall of the vessel 
remained undisturbed and uninvaded by the tissue 
growth. 

The lumen of a somewhat larger venous branch 
was also filled with a solid mass of hypernephroma 
tissue. While the endothelium of the wall had 
been destroyed, there seemed to be no active mural 
invasion by the neoplasm. The vein had been 
markediy dilated, however, and its walls had been 
thinned by the pressure of the growth. A section 
from the wall of the main renal vein also showed 
the lumen to be filled with hypernephroma tissue and 
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the thin wall infiltrated at various points with 
lymphocytes although no definite hypernephrom 

cells were found outside the lumen proper. Numer 

ous sections made at various points along the venou 

branches showed essentially the same characteristics. 
The lumina were filled with the mass but the growt); 
showed little tendency to invade or perforate thi 
venous wall. 

A study of the intrinsic renal lymphatics failed 
to reveal any hypernephroma cells in the lymph 
spaces or other evidence of extension by this rout: 

The extension of hypernephroma into the rena! 
vein has long been recognized and according to most 
observers metastasis to the liver, lungs, and bon 
is brought about in this manner. 

All authors are agreed that extension by way o! 
the lymphatics is much less common. 

Metastasis from hypernephroma may affect an) 
organ. The very multiplicity of tissues involved 
secondarily suggests that the blood stream is usuall\ 
the path of distribution. Metastasis may be found 
when the renal tumor is so small that it cannot bi 
palpated clinically, and microscopic sections of 
superficial tumors may be the first to direct attention 
to the presence of the primary renal growth. Exten- 
sion by way of the renal arteries is extremely rare 
if it occurs at all. This will be readily understood 
if it is considered that under such conditions the 
growth would have to extend in opposition to the 
pressure of the arterial current. 

In brief, these studies seem to show that as a rule 
hypernephroma enters the venules and _ grows 
forward into the venous lumina. In its extension 
it exhibits little tendency to invade or perforate th« 
venous wall but the wall loses its endothelium and 
becomes thinned out in places from the pressure 
atrophy produced by the growing mass. It is easily 
understood how minute emboli may break off from 
time to time and be carried by the venous stream 
to the lungs. There the cells are arrested or pass 
on through the capillary bed to the general circula- 
tion. Thus metastasis to the bones and other 
remote tissues occurs. It is suggested by Council- 
man and MacCallum that the involvement of 
lymph nodes anatomically unrelated to the kidney 
primarily involved may occur secondarily from 
metastatic growths disseminated by way of the 
blood stream. 


Peitié, R.: Carcinoma of the Kidney in Childhood 
(Nierencarcinom im Kindesalter). Zéschr. f. urol. 
Chir., 1922, ix, 9. 

An 11-year-old girl had a tumor of the left kid- 
ney weighing 1,400 gm. Nephrectomy (Blum) was 
performed successfully. The child’s general health 
improved rapidly and she gained 7 kgm. in weight 

















in two months. ‘The tumor was examined in the 
Stoerck Institute. It had its origin at the inferior 
pole of the kidney and was in general well encap- 
sulated, having broken through into the pelvis of 
the kidney at only one spot about the size of a 
lentil. 

Microscopic examination showed that, for the 
most part, the growth was of tubular structure. 
The type of tube resembled the tubuli recti. In the 
stroma were collections of lipoid phagocytes, and in 
the center there was extensive necrosis. There were 
but few mitoses. Vascular invasions were not dem- 
onstrated. Malignancy was shown chiefly by the 
penetration of the glandular tubes into the fibrous 
capsule. 

The diagnosis was tubular adenocarcinoma arising 
from the excretory portion of the foetal kidney. 
The lipoid was regarded as a product of decomposi- 
tion of the protoplasm of the renal epithelium. 

GRAUHAN (Z). 


Uribe, O.L.: A New Method of Kidney Fixation 
(Nuevo procedimiento para la fijacién del rifén). 
Rev. de med. y cirug. de la Habana, 1922, xxvii, 331. 

The method of fixing the kidney described by 

Uribe is a capsular fixation method in which the dis- 

section of the capsule is reduced to the minimum. 

An incision about 1% in. long is made parallel to each 

edge of the kidney in the upper half of its posterior 

surface, the internal incision being made somewhat 
higher than the external, and the capsule which lies 
between them is dissected to form a sheath. The 
last rib is then dissected in its outer third, inserted 
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into the sheath formed in the kidney, and fixed in 
position with a few sutures. 

The author believes that this method is better 
than the usual capsular fixation as in the latter 
extensive resection is sometimes necessary and may 
lead to gangrene. W. A. BRENNAN. 


BLADDER, URETHRA, AND PENIS 


Cristol, V.: Abnormal Opening of the Rectum 
into the Bladder in the Infant (L’abouchement 
anormal du rectum dans la vessie chez le nouveau-né). 
J. d’urol. méd. et chir., 1922. xiii, 241. 

Toward the end of embryonic development the 
terminal segment of the intestine and the intra- 
foetal portion of the allantois which later becomes 
the bladder form a single cavity, the internal cloaca, 
which is separated from the exterior by the cloacal 
membrane. Later the internal cloaca is divided by a 
septum into two parts, the anterior of which becomes 
the urogenital sinus and the posterior the anorectal 
canal. The cloacal membrane forms an anterioi 
urogenital and a posterior anal membrane. When 
absorbed, the anterior urogenital membrane becomes 
the urethra in the male and, by reason of the inter- 
position of the muellerian ducts, the urethrovaginal 
membrane in the female, while in both sexes the 
posterior anal membrane forms the anal orifice. 

If the posterior membrane is not absorbed an 
imperforate anus results but the rectum occupies 
its proper position. If the septum between the 
allantois and the recto-anal canal is faulty there is an 
opening between the rectum and the urogenital 
sinus which, in the female, constitutes a rectovaginal 
or a rectovesical fistula. If the opening is high up 
between the rectum and the allantoid vesicle it is 
particularly serious, but as a rule it is low down in 
the region of the trigonum. The rectal segment 
occupies various positions in relation to the bladder 
but in most cases its extremity is extraperitoneal. 
Usually imperforate anus and a rectovesical or 
vaginal fistula which does not empty the rectal 
canal sufficiently are associated conditions, and 
death soon results from stercoremia and pyelitis 
unless an outlet is formed for the collection of facal 
material by surgical measures. 

Cristol recommends the perineal approach and 
slight anesthesia so that the rectum can be seen 
through the tissues when the infant cries. He care- 
fully frees the rectum without injury to the perito- 
neum or bladder, sections the fistulous tract midway 
between the rectum and bladder, closes each open- 
ing with fine non-perforating catgut sutures, and 
opens the rectum and fixes it to the skin without 
tension with four stitches. If the ampulla of the 
rectum is too deep, a higher peritoneal incision is 
necessary to obtain a larger field of view, and if it is 
not possible to complete the operation in one stage 
an iliac anus is made so that the rectal ampulla may 
be freed and brought down to the perineum later. 

The author gives the details of a case in which 
the fistula was approached through the perineum 
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and found to be too high up for suturing but both 
openings healed spontancously. 
to dilate the new anal orifice weekly and to flush the 
intestine. A year later the infant was seen in a 
cachectic state with a gumma of the testis. This 
rapidly cleared up under treatment. Lues appeared 
to be the predominant etiological factor in all of the 
cases. HusBert Dunn, M.D. 


GENITAL ORGANS 


Vanden Berg, H. J., and Butler, W. J.: Peritonitis 
Complicating Prostatecton y. Ann. Surg., 1922, 
Ixxv, 668. 

As peritonitis is a very rare complication of 
prostatectomy, the accidental opening of the peri- 
toneal cavity is usually considered of no importance. 
A case is reported in which the peritoneum was 
accidentally opened during the enlargement of the 
suprapubic opening and the rent was closed in the 
usual manner. On the fourth day thereafter death 
followed the usual signs of an extensive acute peri- 
tonitis. The cause of death was an acute generalized 
peritonitis, due probably to soiling of the peritoneum. 

This accident can be prevented by not opening 
the peritoneum and by preventing its contamination 


It was necessary 
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by the bladder contents. The danger is greater i: 
the two-stage operation. 

The preliminary cystostomy includes irrigation 
and distension of the bladder with some steril: 
solution, which later is drained off by a retentio: 
catheter or a trocar puncture, or the bladder may }; 
kept empty, the residual urine being sponged out 
The use of an aspirator connected with an electri: 
suction apparatus prevents wound soiling and infe: 
tion of the space of Retzius. 

In the second stage of the operation the bladde: 
is opened as high up near the fundus as possible. 
The extension of the incision upward from the pri- 
mary incision fistula is dangerous. If necessary 
the primary bladder opening is closed and a second 
incision is made. The peritoneum is carefully 
inspected for tears and if these are found they are 
sutured with catgut. Schmidt advises the insertion 
of anchor sutures at the upper angle of the bladder 
incision as high as possible through the muscle 
fascia, and skin to prevent herniation of the peri 
toneal fold. When the bladder is badly infected 
Williams does a two-stage cystostomy, first exposing 
the bladder and placing guy sutures, and after four 
to seven days opening and draining the bladder 

Louis NEUWELT, M.D. 














EYE 


Lane, L. A.: A Study of Tumors of the Lachrymal 
Gland, with a Report of a Mixed Tumor. 
Am. J. Ophth., 1922, v, 425. 


New-growths of the lachrymal gland are rare. 
In addition to new-growths the gland may be 
involved by cysts or dacryops and Mikulicz 
disease. Mikulicz describes the disease given his 
name as follows: ‘‘A disease beginning in the 
lachrymal glands and extending to the salivary, of 
slow growth, without any evidence of bacterial 
findings, non-inflammatory, and confined entirely 
to the glands of the head.” There are four types of 
this disease: 

Type 1. Symmetrical enlargement of the lachry- 
mal gland and one or more pairs of the salivary 
glands. There are no blood changes in this type, 
nor is there any evidence of lymphatic disturbance. 

Type 2. Symmetrical enlargement the same as 
that of Type 1. The blood shows a reduction in 
hemoglobin but is otherwise normal. There is some 
lymphatic enlargement. The picture is that of a 
pseudoleukemia. 

Type 3. Symmetrical enlargement of the lachry- 
mal and salivary glands together with enlargement 
of all the lymphatics, the spleen, and the liver. 
There are profound blood changes with marked 
leucocytosis. The condition is rapidly fatal, a true 
leukemia. Twenty-two of fifty-nine cases studied 
were found to belong to Types 2 and 3. 

Type 4. Physiological enlargements due to grief, 
weeping, menstruation, and lactation. 

No organism responsible for the condition has 
been found. The general state of the patient was 
different in each case reported. Pathologically 
the disease consists of a chronic irritation of the 
tissues. Hyperleucocytosis in the gland causes 
sclerosis and destruction of the gland, loss of func- 
tion, and dryness of the conjunctiva. Microscopic 
examination reveals no new growth. In the author’s 
opinion the term ‘ Mikulicz disease”? should be 
discarded as soon as a better term is found to re- 
place it. 

In a case treated by Lane, a case of mixed tu- 
mor, pathologic examination showed masses of 
squamous epithelium in some areas, glandular 
epithelium in others, normal connective tissue, 
myxomatous changes, and masses of lymphocytes. 

Tuomas D. ALLEN, M.D. 


La Grange, F.: Glaucoma and Its Surgical Treat- 
ment (Du glaucome et de son traitement chirurgi- 
cal). Presse méd., Par., 1922, xxx, 541. 


In 1905 the author introduced the anterior sub- 
conjunctival fistulization treatment of glaucoma. 
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In the scleral zone which receives the corneal bevel 
a strip is resected to make a communication between 
the anterior chamber and the subconjunctival spaces. 
This scleral resection consists of the following steps: 

1. The sclerotic coat is punctured with a Graefe 
knife 1 mm. behind the limbus, and when the point 
of the knife appears in the anterior chamber a 
counter-puncture is made at a symmetrical point. 
In withdrawing the knife the sclera and the ciliary 
tendon are incised. When the scleral incision is made 
a good conjunctival strip is cut. 

2. An elongated resection of the anterior scleral 
lip is done and the lip is disengaged by raising the 
conjunctival flap. 

3. According to the conditions of the particular 
case, an iridectomy is done or a peripheral button- 
hole incision is made to prevent incarceration of the 
iris in the wound. 

The fistulization method is thus effected by three 
surgical procedures: simple limbus anterior sclerec- 
tomy, sclerectomy with a peripheral iris buttonhole 
incision, sclerecto-iridectomy. 

These operations have been carried out in the fol 
lowing cases: 

1. Fifty-nine cases of chronic glaucoma with con- 
stant hypertension: (1) by sclerecto-iridectomy in 
twenty-nine; (2) by sclerectomy with an iris but- 
tonhole incision in fifteen; (3) by simple sclerectomy 
in fifteen. 

2. In forty-five cases of chronic glaucoma with 
intermittent hypertension: (1) by sclerecto-iri- 
dectomy in twenty-five; (2) by sclerectomy with 
an iris buttonhole incision in four; (3) by’ simple 
sclerectomy in sixteen. 

In fifteen of these 104 cases the treatment failed. 
In eight, visual acuity decreased and a cataract 
developed some time after the operation. Four of 
these cataracts, however, were operated upon suc- 
cessfully. 

In the treatment of chronic glaucoma, therefore, 
the fistulization method was successful in 85 per cent 
of the cases whereas iridectomy was successful in 
only from 25 to 30 per cent. 

The results of the author’s surgical method 1 rove 
the correctness of his theory regarding the physiology 
of ocular tension and the mechanism governing its 
variations. Since his introduction of the principle 
of limbus resection of the sclera in 1905 a number of 
other operative procedures have been devised. Some 
of these he regards as of value. La Grange prefers 
Vacher’s instrument as modified by Holth to scissors 
for the scleral resection. Elliot in 1909 suggested the 
use of the trephine but in the author’s opinion this 
instrument has more inconveniences than advan- 
tages as it is not well adapted to the anatomical 
peculiarities of the region. W. A. BRENNAN. 
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Benedict, W. L.: Retinitis of Hypertension Plus 
Nephritis. /. Am. M. Ass., 1922, Ixxvili, 1688. 


Though the ophthalmoscopic picture of retinitis 
in the various types and stages of cardiovascular 
renal disease is familiar to oculists and internists, 
the immediate factor leading to the condition is still 
undetermined. There does not seem to be any par- 
ticular type of retinitis associated with any partic- 
ular type of nephritis, and the so-called albuminuric 
retinitis may be seen with or without hypertension 
and arteriosclerosis and with or without demon- 
strable renal insufficiency. Each type of retinitis 
should therefore be interpreted on the basis of the 
various ophthalmoscopically visible factors rather 
than as an entity. 

In spite of a possible local mechanism regulating 
blood pressure, sufficiently long-continued general 
hypertension in the majority of cases leads to an 
arteriocapillary fibrosis in the walls of the retinal 
arteries which is demonstrated ophthalmoscopically 
as a uniform reduction in the caliber of the arteries, 
narrowing and accentuation of the arterial reflex 
stripe, an increase in the caliber of the veins, and 
arteriovenous compression. These changes are due 
mainly to an increase in the fibrous and elastic 
tissue of the media and adventitia of the arteries 
and are different both pathologically and ophthal- 
moscopically from those in the primary type of 
arteriosclerosis in which proliferation of the intima 
leads to localized obliteration of the lumen of the 
arteries with ophthalmoscopically visible arterial 
beading and proliferation of new vessels. In the 
more advanced stages of arteriocapillary fibrosis 
more definite contraction of the arteries and the 
appearance of small exudative or degenerative 
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plaques in the retina may produce pictures rather 
closely simulating true primarv arteriosclerosis and 
arteriosclerotic retinitis. 

When on such a background of arteriocapillary 
fibrosis there appear oedema of the disc and retina, 
cotton-wool exudates, and flame-shaped hemor 
rhages, the picture of the retinitis of hyperten- 
sion plus nephritis is produced. These additions to 
the retinal process sometimes occur without any 
definitely demonstrable reduction of renal function, 
but are usually associated with a sudden and con- 
siderable rise in the blood pressure. They do not 
seem to depend directly on the retention of urea 
or allied nitrogenous products, but usually indicate 
that a renal break has occurred recently or will soon 
take place, and always strongly suggest that the 
kidneys have been considerably damaged by the 
generalized vascular disease. 

H. P. WAGENER, M.D. 


Wuerdemann, H. V.: Retinitis Proliferans. Am. 


J. Ophth., 1922, Vv, 337- 


The author shows two cuts to demonstrate the 
microscopic pathology in retinitis proliferans. He 
emphasizes the fact that most cases of this con- 
dition are traceable to a direct traumatic or other 
cause but believes there must be an underlying 
etiological factor in the condition of the blood which 
predisposes to rapidity of coagulation and slowness 
of absorption of hemorrhages followed by the organ- 
ization of blood clot. In his opinion the endo- 
toxins of diabetic conditions are a causative factor, 
and laboratory studies would often show diabetes 
in these cases. J. P. Frrz Geravp, M.D. 











NOSE 


Lemere, H. B.: A New Operative Technique for the 
Operative and Postoperative Treatment of 
Maxillary Sinus Diseases. Laryngoscope, 1922, 
XXxii, 363. 


Lemere describes a modification of the classical 
Caldwell-Luc operation upon the maxillary an- 
trum which differs from the original procedure 
largely in the after-treatment. An incision is made 
through the mucous membrane at the gingival and 
buccal junction and a portion of the anterior antral 
wall is removed. Through this opening the naso- 
antral wall below the inferior turbinate is bitten out 
with an Ostrom forceps. A rubber drainage tube is 
then inserted into the antrum and brought out under 
the upper lip. 

Beginning six hours after the operation, the antral 
mucosa, which has been preserved, is subjected to 
repeated washings. The rubber tube is withdrawn 
and the patient irrigates the antrum through the 
opening in the mouth. When this opening closes 
after two weeks the irrigations are continued 
through the nasal opening until the return flow is 
continuously clear. FRANK J. Novak, Jr., M.D. 


Goldthwaite, R. H.: Plastic Repair of Nasal Dis- 
placement and Deformity. Mi/. Surgeon, 1922, 
li, 42. 

The author reports a case of repair of a nasal 
displacement and deformity in a patient whose 
nose was crushed laterally in a boxing contest five 
years previously and not treated. Nasal breathing 
had been impossible on either side since the injury. 
The tip of the nose was displaced 1 in. toward the 
right. The septum was crumpled so that complete 
examination of the nasal spaces was impossible. 

Under local anesthesia the nasal septum was 
completely resected. The lateral cartilages were cut 
loose from the nasal bones on both sides and through 
this opening the nasal bones were chiseled free from 
the superior maxilla. The nasal bones at the bridge 
of the nose were refractured with heavy Ash forceps 
and reset in approximately their proper position. 
Rubber tissue drains were inserted into the lateral 
incisions and both sides of the nose were packed with 
vaseline gauze. This gauze was removed on the 
following morning. Nasal breathing was begun on 
the third day. The patient made an uncomplicated 
recovery. 

The author outlines the treatment for recent and 
old fractures of the nasal bones. 

In recent fractures the nose is cocainized and a 
dull-edged periosteal elevator is introduced and slid 
high up against the lateral wall on the depressed 
side. A firm lifting movement, guarded by the other 
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hand placed externally on the nasal bone, will 
elevate the fragment into place. In cases of simple 
fracture this often occurs with a snap. In com- 
minuted fracture the tissues must be gradually 
molded. When the elevator and hand are removed, 
the bones will remain in position if the set is correct, 
and will not settle back. If there is any tension or 
tendency to spontaneous displacement, the packing 
will not prevent the recurrence of the deformity. 
The essential points in the repair of old neglected 
cases are: (1) complete submucous resection so that 
resistance of the tissues to operative fracture and 
resetting is diminished and bilateral nasal breathing 
can be established; (2) free mobilization of the 
nasal bones so that they can be set in the desired 
position and will not be displaced by any natural 
pull of the adjacent tissues; and (3) entire separation 
of the lateral cartilages from the nasal bones to 
permit the cartilage to heal in a new relation to the 
bone. Wa ter C. Burket, M.D. 


New, G. B.: The Syndrome of Malignant Tumors 
of the Nasopharynx: A Report of Seventy-Nine 
Cases. J. Am. M. Ass., 1922, Ixxix, to. 


Seventy-nine patients with malignant tumors of 
the nasopharynx have been examined at the Mayo 
Clinic during the last six years. Malignant tumors 
of the nasopharynx are more common than has been 
believed. The syndrome is not generally known, 
and there is a striking lack of nasal or nasopharyn- 
geal symptoms. Because of the close relationship 
of the nasopharyngeal region to adjacent important 
structures, symptoms of involvement of these ad- 
jacent structures should suggest the possibility of 
nasopharyngeal tumor even in the absence of nose 
or throat trouble. 

The oldest patient was 66 years of age, and the 
youngest 4. Fifty per cent of them were between 
41 and 60 years old. The duration of the symptoms 
ranged from five weeks to four years and averaged 
fourteen months. There were thirty-four epithelio- 
mata and thirty-three lymphosarcomata. 

Many patients are referred from the Sections of 
Ophthalmology, Neurology, or General Medicine. 
The tumors are usually found only after a careful 
examination. They are sometimes small, often 
situated laterally in Rosenmueller’s fossa, and usu- 
ally involve one tube. The ordinary No. 2 naso- 
pharyngeal mirror is used in the examination. 

In the nasopharyngeal syndrome the pain may 
simulate that of an acute condition in the ear, 
may be constant or recurrent, extend over the 
cheek, mastoid, frontal and temporal regions, or be 
localized in the eye. At times it is particularly 
troublesome when the patient lies down. Many 
patients have their teeth removed in the hope 
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of relief. One patient had diplopia and severe front- 
al headache for six weeks. Two patients had oc- 
cipital pain. If the tumor involves the gasserian 
ganglion, typical trifacial neuralgia may occur. 
Shelden asserts that symptoms and clinical signs 
of nasopharyngeal tumors involving the gasserian 
ganglion secondarily resemble closely those of tu- 
mors in the cranial cavity involving the ganglion. 
Many patients seek relief for enlarged glands of 
the neck, tinnitus, and deafness. One case of lym- 
phosarcoma was found in the routine examination 
for keratosis on one side of the nose; the patient 
presented no symptoms. Twenty-one patients had 
symptoms referable to the eyes. The most common 
complaint was diplopia due to paralysis of the ex- 
ternal rectus. A complete ophthalmoplegia with 


choked discs may be found and may be followed by 
optic atrophy. Twenty-nine patients complained of 
ear trouble, such as increasing deafness or fullness. 
The onset may be acute, and paracentesis or a 
mastoid operation may be performed. 
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Only thirty-eight patients presented nasal or 
nasopharyngeal symptoms such as bleeding and 
obstruction. Fifty-nine patients had_ enlarged 
glands of the neck. In three cases a diagnosis of 
endothelioma was made from the removed gland 
elsewhere. The condition was sometimes bilateral 
and was diagnosed as Hodgkin’s disease in three 
cases. The primary lesion may be very small and 
the involvement of the glands very extensive. 

Ankylosis of the lower jaw may occur from direct 
extension to the pterygoid muscles. In some cases 
the wisdom teeth were extracted to relieve this. 
The syndrome of pituitary tumor may be due to 
direct extension. The jugular foramen syndrome 
of Jackson was present in two cases. Secondary in- 
volvement of the nasopharynx, which occurred in 
four cases, produced bulging without ulceration. 
Numerous surgical procedures, such as the removal 
of glands, teeth, and tonsils, and nasal operations, 
were performed without discovery of the primary 
tumor. W. J. GREENFIELD, M.D. 
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